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often even among parents and children within the same 


parent-child relationship that we like to think is the family. Some of the factors behind these variations 
have been under study at the Menninger Foundation 
and are discussed in the leading article in this issue. 


birthright of every child. But actually parent-child 
relationships vary not only from family to family, but 
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Some observations from a child development 


study inquiring into the question eee ae 


WHAT MAKES A GOOD PARENT? 


GRACE M. HEIDER, Ph. D. 


Research Psychologist, The Coping Project, The 


STUDY of child development raises the ques- 

tion, “What is a good parent—what kind of 

person provides a growth-fostering back- 
ground for his child?” To ask this question is to be 
faced with the fact that there are no simple answers. 
In each case, what we are observing is not merely a 
parent but a parent as he affects a particular child. 
We are soon aware that we are dealing with a circu- 
lar process: The way a parent affects a child is in- 
fluenced by what the child does to the parent. 

A cuddly baby may be highly gratifying to a 
mother who finds pleasure in a warm and nurturant 
relationship; a baby with sensitive skin who is un- 
comfortable in close physical contact may leave the 
same mother frustrated and impede her ability to 
offer the kinds of contact he would enjoy. More- 
over, the impact of parent and child on each other 
may change as the child moves from the dependence 
of infancy into the motility of the preschool years. 

This article will present some of the factors in 
parent-child relationships that have been taken into 
account in a recent study of child development and 
will show how the picture changes when the factors 
are applied to the same children at preschool and 
early school ages.’ 

The subjects of this study were 31 children who 
had been seen by research workers as infants and 
again at later ages in connection with two projects 
conducted in Topeka, Kans., during the last 13 years. 
The first of these projects, known as the infancy 
study, directed by Sibylle Escalona, Ph. D., and 
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Menninger F oundation, Topeka, Kans. 


Mary Leitch, M.D.,? between 1947 and 1951, included 
128 infants and their mothers. The second, known 
as the coping project, directed by Lois B. Murphy, 
Ph. D.,? was begun in 1952 and continued through 
the summer of 1960 with 31 of the children—27 
mothers—who had taken part in the infancy study. 
Because each study included several pairs of siblings, 
there were fewer mothers than children. Both proj- 
ects were carried on under the auspices of the Men- 
ninger Foundation and were largely supported by 
the National Institute of Mental Health, U.S. De- 
partment of Health, Education, and Welfare. 


Relationships in Infancy 


In most of the families in the infancy study the 
mother had the direct responsibility for the child’s 
care, the father having an effect on the child prin- 
cipally as his feelings and attitudes made it easier 
or harder for the mother to assume her role with the 
baby. The factors that have been used to judge the 
relationship of the mother to the baby fall under 
four headings: (1) those that refer primarily to 
what was observed and what the mother told about 
her interaction with the baby; (2) those that refer 
in a broader sense to the personal characteristics of 
the mother; (3) those that refer to the relationship 
between the parents; (4) those that refer to the 
mother’s relationship with the larger family unit 
of grandparents and other relatives. 

These factors cannot be regarded as an exhaustive 
list of what is important for the mother-baby rela- 
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tionship, but only as relevant points for making 
fairly clear-cut judgments of the material on the 
mother-child relationships that had been described. 
Nor can these factors be regarded as independent 
units that can be counted like so many coins to reach 
a sum. Rather, they should be viewed in relation 
to each other in a total picture of the attitudes of 
each mother and child toward each other, which can 
then be assessed within the group. 

With one child a high or low rating on a particu- 
lar item may decisively affect the whole balance; 
with another the same item may have relatively 
little influence. Just as the same quality in the en- 
vironment, such as a noisy house, may be a source 
of considerable stress to a child who is especially 
sensitive to sound, a source of enjoyment to another 
child, and a matter of indifference to a third, so the 
same quality in the mother can affect different chil- 
dren in different ways, and the nature of the effect 
can only be known by an examination of the over- 
all picture. 


1. Items referring to the mother-child interaction 


Awareness of the baby’s needs. The mothers dif- 
fered in the extent to which they seemed aware of 
Sheila’s 
mother, for example, shifted the baby’s position 


the baby’s momentary states and needs. 


whenever she herself became restless, regardless of 
whether the baby might just have settled comfort- 
ably for a nap after a period of restlessness. Diane’s 
mother, seemingly unaware of the fact that Diane 
was a child who enjoyed rather energetic bodily 
movement, constantly handled her in a way that 
restrained her limbs. Chester’s mother, on the other 
hand, seemed to attune her own actions to those of 
the baby, just as one partner in a dance adapts his 
steps to those of another. 
Mother-child compatibility. This term describes a 
basic physiological and temperamental compatibility 
between mother and infant. It refers to the extent 
to which a particular mother and a particular baby 
seem to meet each other’s needs. The importance of 
this factor should modify a too-ready belief that 
there is a single, ideal style of mothering against 
It is, for instance, 
usually assumed that the mother who is sensitive to 


which each case can be measured. 


each nuance of the baby’s behavior will handle her 
baby better than the mother who lacks this fine sensi- 
tivity. Yet among the babies we observed there 
were some in whom a certain kind of compatibility 
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with their mothers seemed more important than 
sensitivity per se. 

There was, for example, Lennie, whose mother, 
when he was 4 weeks old, showed a kind of “tough- 
ness” in handling him. Lennie was a sturdy, well- 
knit baby who fully satisfied his mother’s desire for 
a boy, and she seemed to take pleasure in offering 
him a little less support than many mothers would 
have given a baby of that age. The two of them 
seemed to “understand” each other, and this under- 
standing may have made for a sounder relationship 
than mere sensitivity. 

On the other hand, Tommy, at 32 weeks, and his 
mother were less suited to each other. The mother 
was everything that our usual stereotype of the ideal 
mother includes—gentle, sensitive, and tender. But 
Tommy was an active, energetic baby who liked loud 
noises and apparently enjoyed the ordinary bumps 
that came his way. He seemed to demand rougher 
treatment than his mother gave naturally. 

Lennie apparently was the kind of baby in whom 
his mother could find special pleasure and satisfac- 
tion, while Tommy’s mother probably felt the need 
for a softer responsiveness than Tommy could give. 


Degree of respect for the baby’s autonomy. Some 
mothers appeared to understand the baby’s moods 
and needs, and yet tried to make the baby do what 
they “knew” was best, for example, to go to sleep in 
a certain position or eat a certain amount. Other 
mothers used their awareness of the baby’s individ- 
uality to let the baby take the lead. This difference 
was evident in the mother’s attitudes toward their 
babies’ schedules, toward toilet training, and toward 
food likes and dislikes, as well as in the way they 
handled their babies. 


Acceptance of the baby’s own developmental plan. 
Related to a tendency toward coercion in general was 
the attitude of the mother who had “read the book” 
or observed her neighbor’s baby and who “knew” 
how fast her baby should be developing in each area. 
Other mothers were more relaxed about their babies. 


Degree of acceptance of the infant. ‘There were no 
mothers in the coping study who openly rejected 
their children and few among the 120 of the infancy 
study. Willingness to participate in such projects is 
in itself an indication of interest in the child and in 
that sense a selective factor. Nevertheless, differ- 
ences existed in the degree of acceptance within the 
group. The way a mother held her baby, changes in 
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voice and expression as she approached him, and sim- 
ilar actions often gave clues to her feelings about her 
baby. Beyond this, the way mothers said what they 
said about their babies often conveyed more than 
their actual words. 

A mother’s feeling about the sex of her baby was 
sometimes a useful clue to her feeling about him. 
Gordon’s petite, feminine mother expressed satis- 
faction with her very masculine baby, yet she treated 
him much as she would have treated the little girl 
for whom she had hoped. Lennie’s mother, on the 
other hand, said that she and her husband had wanted 
a boy so much that they hardly dared admit it. 


The kind and amount of contact offered to the baby 
by the mother. At home every mother necessarily 
spends some time away from her baby, the amounts 
of time varying with the mother and the cirecum- 
stances. Differences between mothers in the amount 
of contact that they offered the baby during the 4- 
hour sessions in our study, when the baby was in a 
strange place and under observation by strangers, 
often seemed significant. For example, some 
mothers maintained constant physical contact, touch- 
ing the baby when they were not actually holding 
him. Some kept their eyes on the baby or talked to 
Some, who did not keep up an actual contact 
in this way, remained in the part of the room where 
the baby was, obviously aware of him all of the time. 
Others went to the other end of the room and lost 


contact entirely during part of the session. 


him. 


It seemed likely that most of the mothers who felt 
a need for constant physical contact with their in- 
fants as well as the ones who could separate them- 
selves entirely from them were not altogether com- 
fortable in their relationship with their babies. 


The mother’s idea of what the baby should be. 
Some mothers were able to sit back and watch the 
pattern that unfolded as the baby developed, offering 
support and guidance only where the baby seemed 
to need it. Other mothers tried to impose a pattern 
of their own on the child. Their success depended 
on a number of factors, including the strength of the 
mother’s effort, the child’s docility in the face of her 
pressures, and the consistency of mother’s approach. 

We find a variety of pictures among the cases in 
which the mother attempted to impose a pattern on 
the child. 
wanted their babies to be “real boys,” but even in 
infancy this pattern fitted Ronnie better than it fitted 


Greg. 


Ronnie and Greg both had mothers who 


Gordon, since fate had made him a boy rather 
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than the girl for whom his mother had hoped, had 
at least to be “cute” and “smart.” Darlene had to 
be “good” to conform to the strict religious outlook 
of her family. Donald had to be both “good” and 
“smart” to meet the demands of a family that showed 
the stress of high upward mobility coupled with con- 
servative religious leanings. Daryl, whose decora- 
tive mother had especially welcomed a little girl, had 
to be “pretty” and wear her clothes effectively, even 
at 28 weeks. The demands of Roddie’s mother for 
a “real boy” who was also a model of deportment 
suggested confused values, common in our culture. 


2. Items referring specifically to the functioning of 
the mother. 


Another series of items used in judging the 
mother’s relation to the child deals with the question, 
“What kind of person is this mother?” 


Level of adjustment. The psychologists and psy- 
chiatrists on the basis of personal interviews made 
judgments about each mother’s general stability. 
In several cases the mother was regarded as a person 
who might experience a psychotic break at some 
later time. In others the impression was of a 
robustly healthy personality. Most cases, of course, 
fell at some point between these extremes. 


The mother’s feeling about her own competence in 
handling the baby. This item told something about 
the mother’s relationship with her baby, but still 


more about the way in which she appraised herself. 


Degree of acceptance of bodily functions in general. 
found it difficult 
physical side of life in any area, while others were 
matter-of-fact about it. 


Some mothers to deal with the 
This factor was observed 
from the way a mother behaved when she had to 
change a soiled diaper, when she came within range 
of an unexpected spray of urine, or when she nursed 
her baby in a strange place. 
from what 
situations. 


It was also inferred 


she said and did in less stressful 


The mother’s attitude toward breast feeding. ‘V\iis 
item overlaps the previous one but includes greater 
detail 
feeding. 


attitude toward breast 


It is concerned with the mother’s decision 


about the mother’s 
as to breast feeding, the reasons she gave for arriv- 
ing at this decision, and observations concerning her 
feelings in this connection. Some mothers expressed 
an almost euphoric enthusiasm about nursing their 
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babies, others a matter-of-fact, comfortable satisfac 


tion, and still others embarrassment or repugnance. 
The mother who was serenely able to put her baby 
on a bottle when she did not want to nurse him was 
probably making her child more comfortable than 
the mother who reluctantly carried out her doctor's 
orders for breast feeding. 


3. Items referring to the relationship between the 
parents. 


Less information was obtained about fathers and 
the relationship between the parents than about the 
mother and the baby. Nevertheless, there were a 
few items for which clues to the parents’ relation- 
ship were available in many cases. 


Temperamental compatibility of the parents. 1 
many cases something could be inferred about this 
from what the mother said—or did not say, as when 
she seemed to avoid speaking of her husband. 


Agreement in wishes about the baby’s sex. Close 
agreement or sharp disagreement among parents in 
their wishes for a boy or a girl often gave a clue 
to their relationship with one another. Gordon's 
father had wanted a boy as definitely as his wife had 
wanted a girl. The mothers of Molly and Susan 
had hoped for the boys their husbands wanted, al 
though neither woman had strong personal prefer 
ences. Other mothers had shared their husbands’ 
deep satisfaction that their first child was a son. 


Agreement on handling and disciplining the baby. 
Since in most cases the methods of child care are 
regarded as the mother’s province as long as the 
child is a baby, the failure of the father to play an 
active role did not seem significant. All the more 
notable, therefore, were exceptions, as in the family 
of Joanne whose mother reported that her husband 
disapproved of the way she managed the baby’s 
schedule and felt that she was spoiling the child. 


4. Items referring to the mother’s relationship to a 
larger family unit. 


This group of factors entered the picture only if 
members of a larger family unit lived in the vicinity 
of the baby’s family. It included a number of items: 


The amount of help given by the family to the 
mother, Chester's aunts and his grandmother were 
always at hand to be called on when difficulties arose. 
Ronnie’s mother accepted help that was offered, but 
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she would not have asked for it. Rachel’s mother 
received help from her sister, but only in a major 
emergency. Janice’s mother depended largely on 
her own resources and those of her husband. 


Attitude of the mother toward the larger famil\ 
group. Patsy’s mother took for granted the consid- 
erable help given by her mother and sisters. Daryl’s 
mother had help thrust upon her while Sally’s 
mother had the task of giving eager grandparents 
on the two sides equal opportunity to participate in 
the life of the family. Teddy’s mother made use of 
the services of essentially uncongenial and critical 
relatives-in-law, part of the time paying for them. 


Preschool and Early School Ages 


In using this schedule with children who are some- 
what beyond the age of infancy we find that many 
factors now affect the child directly which, at the 
earlier age, reached the child chiefly through their 
effect on the mother. The child past infancy under- 
stands a good deal of what goes on between his 
parents and how they feel about each other. The 
father, with his personality characteristics and be- 
havior patterns; the siblings, with their relationships 
to parents and to each other; and other relatives, 
with their various roles, enter the picture in their 
own right. The child now lives in a world that 
includes possessions of his own, his home, neighbor- 
hood, and community. The role and status of his 
parents in this broader world begin to affect his rela- 
tionship to his parents and theirs to him. 

By this time too the child himself has become a 
person whose behavior extends further and reaches 
deeper than the infant’s. He is at an age when new 
possibilities exist in addition to accepting, enjoying, 
ignoring, or rejecting another person, as a baby can. 
For example, he may begin to want something just 
because another person has it, not just for its own 
suke. More clearly differentiated feelings such as 
hostility, guilt, or a desire to protect begin to affect 
his relationships with other people. His life space 
now includes past and future as well as present. It 
includes what is absent as well as what is at hand, 
what is thought and imagined as well as what is 
object ively seen. 

Beyond all these extensions in his psychological 
world and in his feelings, the child experiences 
changes in what he can do ‘n and fo environment. 
Our records show that even a 4-week-old child can 
do something toward shaping his environment for 
his own comfort. He can turn his head to avoid 
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food, or push at a blanket that comes up against his 
face, or squirm until he has made himself a more 
comfortable nest in his bassinet. The preschool 
He can move about, 
speak, and act in ways that go much further toward 


shaping his world. 


child has become more mobile. 


Some Findings 


Many of the factors, such as the parent’s accept- 
ance of the child and satisfaction with what he was, 
seemed highly important to parent-child relation- 
ships. The parent’s awareness of the child’s needs 
and of what was going on with him was another 
such factor. Karen’s mother, who by the time 
Karen was in school was busy with a family of seven 
children, gave a picture of Karen’s world that con- 
trasted sharply with the one Karen herself gave to 
the project’s psychiatrist. Patsy’s mother showed 
deep empathy with Patsy’s moods, yet she often 
failed to recognize what was troubling the child. 
Molly’s mother, on the other hand, seemed to know 
very well what lay back of changes in Molly’s 
behavior. 

In some cases, 2 parent seemed to understand a 
child’s problems and yet be unable to accommodate 
his own attitudes in a way that would relieve the 
child. This true of Darlene’s parents who 
realized that their own religious and moral feelings 
created a gulf between their child and the commu- 
nity, and yet could do little to help her. 


was 


Pressures and Resistance 


The schedule used to evaluate family background 
included several items dealing with the mother’s re- 
spect for the child’s own individuality and bodily 


autonomy. Most of the children showed a certain 


degree of resistance to external pressures—some even 
in infancy and some not until later. 

Diane, at 28 weeks, seemed to resent her mother’s 
insensitive handling. By the time Diane was 4, her 
Ob- 
servers then found Diane to be an easy, comfortable 


mother had become a more relaxed person. 


child, but they were not surprised that she was able 
to hold her own—for example, when an adult asked 
her questions that she did not choose to answer. 

In contrast, Janice in infancy appeared to be a 
highly docile, plastic baby in the hands of a kind 
but rather coercive mother who “knew” exactly what 
her baby should do every moment and what should 
be offered to her. By the time Janice was 5, her 
mother’s tension had increased. Resistance, which 
had been minimal at 28 weeks, had become a focus 
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of the child’s behavior, and mother-daughter conflict 
often reached uncomfortably high levels. 

When Steve was a baby his mother seemed more 
interested in her own physical state than responsive 
to indications of the child’s needs. When he was 5, 
she would pick him up and practically “pour” him 
into a snowsuit. Steve himself offered little resist- 
ance to such handling at either age, but he showed a 
high degree of motor tension as a baby and later. 

Much of our data seems to justify the generaliza- 
tion that it is undesirable for a parent to impose a 
pattern on a child. Even when the pattern is con- 
gruent with the child’s own direction of growth and 
the pressure is not severe, the imposition may impair 
the child’s ability to handle his own life. When de- 
mands run counter to the child’s natural pattern, 
they may restrict important areas of development. 
And they often contribute, as they seemed to with 
Janice, to a high degree of overt conflict, or as with 
Steve, to inner stress that affected both physical and 
psychological functioning. 

Yet our data could not be interpreted unequiv- 
ocally, even in regard to factors as evident as paren- 
In the infancy study the mothers who 
were themselves systematic persons were sometimes 
happier and, therefore, better able to respond to their 
babies in general if the baby was on a schedule. A 
baby who had reached a crisis of fatigue in which 


tal coercion. 


he seemed unable to regain control was sometimes 
helped, for the moment at least, if his mother held 
him firmly in a position in which he was apt to fall 
asleep. 

Obviously the way in which procedures were 
carried out was important. A mother could some- 
times work out a schedule for her baby that involved 
a minimum of coercion; and a baby could sometimes 
be led by easy stages into falling asleep. But some- 
times one saw fairly strong pressures exerted on a 
baby, and in individual cases it was not always clear 
whether or not this coercive treatment was 
undesirable. 

The same generalization about the effects of paren- 
tal pressures could be made in regard to the children 
at later ages, with the same questions holding even 
more significance. Greg’s parents, for example, val- 
ued good grades and tidy homework—things that 
were relatively unimportant in Greg’s creative, artis- 
tic approach to life. The parents were fairly success- 
ful in getting him to fall in with their pattern, and it 
was impossible to say how far, in the long run, this 
was going to be good or bad for this particular child. 

It seemed unlikely that Greg’s parents could 
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change their own basic outlook. They formed the 
major part of the child’s setting and their approval 


More 


than that. he lived in a world that would make de- 


was an important factor in his development. 


mands very much like those they were making. A 
certain degree of compliance with the pressures that 
were exerted at home would make it easier for him 
to get on in this world. At the same time, he was 
being molded to an uncongenial pattern at a cost to 
other abilities that would have been satisfying to 
him and also might have produced a contribution to 
society. Greg, in this sense, poses a major question. 

With another child, the parental pressure had 
different implications. Susan had suffered a severe 
attack of polio at the age of 3. Her own strong 
drive carried her a long way toward recovery, but 
unless her parents had enforced strong demands on 
her, her recovery would have been far less adequate 
than it 


have remained 


seriously crippled than she did. 


was and she would more 


- Compatibility 


The item on parent-child compatibility raised new 
The effects of in- 
compatibility were striking in the case of Vernon, 
a socially sensitive, complicated baby who did un- 
usually well on infant tests. 


issues as the child grew older. 


Vernon belonged in 
a sports-oriented family that had little regard for 
individual feelings and little interest in the intel- 
lectual side of life. At the age of 4, he had one 
of the highest 1Q’s in the group, yet at 8 he was 
The fact that 
he was liked by his peers and successful in elementary 


doing only mediocre work in school. 


school games suggested a good adjustment; but the 
meaning to him and to others of his failure to use his 
resources in other areas remains an unanswered 
question. 

The factor of compatibility introduced a some- 
what different complication with Martin. When he 


was 28 weeks old he and his gay, very verbal, and very 


charming mother made a delightful pair. The 
mother’s sensitivity to her baby’s changing moods 
did much to shelter him from what might otherwise 
have been the too-heavy impact of an ordinary en- 
vironment. Yet, by the time Martin was 5, this very 
compatibility had intensified strains which he was 
finding hard to handle. 
his somewhat 


He was competing with 
more phlegmatic brother for his 
father’s attention and at the same time suffering 
from guilt feelings toward the brother because of 
the easy victories that 


alertness and his 
mother’s ready support brought him. 


his own 


Tommy, at 32 weeks, had seemed to need more 
robust treatment than his gentle mother could offer 
him. As an older child he found his way into a 
strenuous little-boy life and an identification with 
his father that provided a pattern, both for his own 
very masculine interests and for a comfortable, 
flirtatious relationship with his mother. He ap- 
parently had reached this solution at considerable 
emotional and intellectual cost during his preschool 
years, but it seemed to have become established on 
a firm basis by the time he was in the fourth grade. 

The results of this study are evidence of the im- 
portance of some factors affecting relationships be- 
tween children and their parents. At the same time 
they show the difficulties involved in any attempt 
to designate a particular list of factors as good or 
bad as far as a particular child is concerned. Each 
factor must be considered in terms of the character- 
istics of both parent and child, and interactions 
between the child and his world must be taken into 
account in making any evaluation. 


* Heider, G. M.: A pilot study of vulnerability to stress in infants and 
young children. 1959. (Unpublished doctoral dissertation, Library of 
the University of Kansas.) 


* Escalona, S.: Leitch, M. E.; et al. Earliest phases of personality 
development. Child Research Monograph No. 17, Child Development 
Publications, Evanston, Ill., 1953. 


* Murphy, Lois Barclay: Learning how children cope with problems. 
Children, July-August 1957. 





It takes. youngsters a long time to grow up. Rather than attempt to 
make adults out of them, just be happy and content to make an adult out 


of yourself. 


Byron O. Hughes, Professor of Child Development, University of Michigan. 
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FTER TWO DECADES of declining rates, 

infant mortality in the United States rose from 

a record low of 26.0 deaths under 1 year per 
1,000 live births in 1956 to 26.3 in 1957, to 27.1 in 
1958.* Not since 1953-54 has a rate as high as 27.1 
prevailed nationally. Provisional rates in 1959, and 
in the first 6 months of 1960, showed some decrease 
from the high levels of 1957 and 1958. Neverthe- 
~26.4 for 1959 and 25.9 for the first 
suggest that infant mortality is still 
They are considerably above levels to be 


less, these rates 
half of 1960 
elevated. 
expected on the basis of the generally downward 
trend in rate over the years 1950-57. 

Reactions to this lack of progress in reducing in- 
fant mortality have varied from surprise to disbelief 
to a healthy skepticism regarding vital statistics. 
These have led us to examine available facts crit- 
ically. In doing so we have become increasingly 
aware of the need for special State and local studies 
to follow up leads, not only from vital-records data, 
but from other community-wide sources of informa- 
tion as well. 

During 1950-57 the annual reduction in rate on 
the average was 1.7 percent. Figure 1 projects the 
trend established in those years to 1958, 1959, and 
LOGO. 





*The source of birth and death data in this report is the 
National Office of Vital Statistics. 
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The comparison of the recorded rate with the 
projected average level indicates that in 1958 the 
infant mortality rate was some 7 percent higher; in 
1959, 6 percent higher; and in 1960 (January—J une ) 
about equally so. On a 12-month basis for 1960 an 
excess, perhaps not so large, is likely. 

Thus a gap, though a narrower one, remains in 
1958-60 between prevailing infant mortality levels 
and the lower levels which would be consistent with 
the 1950-57 trend. The excess in rate in 1958 meant 
a loss of 18 additional infants per 10,000 live births; 
and in 1959, a loss of 15. 

The excesses of infant mortality in the past 3 years 
over projected levels were larger in the postneonatal 
period (1-11 months) than in the neonatal period 
(under 28 days). The provisional neonatal and 
postneonatal rates for 1960, shown in the table on 
page 217, are based on data for the first 5 months. 
Even when data are available for the 12 months of 
1960, it seems likely that excess postneonatal mor- 
tality may be nearer 10 percent than the 23 percent 
shown in the table. 

Neonatal mortality, on the basis of the same type 
of evidence, approximates in 1960 a level consistent 
with the trend during 1950-57. If confirmed by 
final figures for 1960 the elevation of neonatal mor- 
tality might be regarded as eliminated. The 1.1 
percent decrease in rate annually between 1950 and 
1957 represents the smallest relative reduction in 
rate in any period of comparable length since 1936. 
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Widening differences in neonatal risks between 
white and nonwhite infants, and substantial differ- 
ences among the several States, and between new- 
born in metropolitan and in other counties represent 
potentialities for reducing the neonatal death rate. 


Impact on Infant Population 


In order to plan measures to promote more rapid 
reduction of infant mortality, identification of the 
groups of infants for whom risks are high is essential. 
Some clues are available from vital-records data of 
recent years. 

Among infants less than a day old, reduction in 
mortality rate during 1950-57 was insignificant, 
though relatively large decreases in the rate were 
made from 1943 to 1950 (12.1 percent in toto) and 
from 1936 to 1943 (23.2 percent in toto). The mor- 
tality rate for nonwhite infants less than a day old 
increased during 1950-57 by 1.4 percent annually, 
the rise becoming evident as early as 1952. 

The death rates for infants of 1 week to 3 months 
of age also dropped more slowly during 1950-57 than 
in previous periods. For infants of 1 to 3 weeks of 
age (7-27 days) the decrease in rate between 1950 
and 1957 was 8 percent, as compared with 45 percent 
1943 and 1950; for those of 1 month to 3 
months the drop was 10 percent between 1950 and 
1957, but 41 percent from 1943 to 1950. In the latter 
age group, in 1958, the rate—4.2 deaths per 1,000 


was 14 percent higher than the rate to 


bet ween 


live births 
be expected from the trend for that age group during 
1950-57, a 2 percent decrease in rate annually. 
The nonwhite group showed much less improve 
ment than the white group, although nonwhites had 
a higher mortality rate to begin with and so greater 
room for improvement. In fact, among nonwhite 
infants 1 week to 3 months of age no clearly defined 
trend of reduction during 1950-57 was evident. 
During this period about 38 percent of infant 
deaths occurred on the first day of life, and nearly 
1 in 4 at 


3 out of 


ages 1 week to 3 months. Thus about 
5 infant deaths occurred at the ages in 
which there had been marked slowing down of the 
The fact that in these 


age groups, in which the large proportion of 


decrease in infant mortality. 
early 
infant deaths occurred, the death rates have failed 
to decline at the same pace as previously has had a 
strong deterrent effect in the overall reduction of 
infant mortality. 

Reduction in mortality of infants of all ages in 
metropolitan counties during 1950-57 has been half 
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as rapid as among infants in 


nonmetropolitan 


counties, 1.3 percent decrease annually as compared 
with 2.7 percent. Nonwhite infants in metropolitan 
counties for whom the infant death rate was 66 per- 
cent higher than for white infants in 1950 and 92 
percent higher in 1958 showed no decrease in mor- 
tality during 1950-57, the rate remaining in the 
neighborhood of 40 deaths per 1,000 live births. 
In the nonmetropolitan counties, mortality rates for 
nonwhite infants were even higher and showed only 
slight and doubtful improvement. 

In 1958 State infant mortality rates ranged from 
a low of 21.3 per 1,000 live births in Rhode Island to 
$1.0 in Mississippi. Rhode Island also had the low- 
est neonatal mortality rate, 15.7, while the maximum 
rate of 30.2 was recorded for the District of Colum- 
bia. For the United States as a whole, infant mor- 
tality was 27.1 and neonatal mortality was 19.5, 

State differences were wider in the case of mortal- 
ity of infants 1-11 months of age. The lowest post- 
neonatal rate, 4.9 per 1,000, was for Connecticut ; the 
highest, 16.1 in Mississippi. Still higher rates were 
recorded for the Virgin Islands, 20.4, and Puerto 


Rico, 26.9. 


Causes of Death 


The tabulated causes of deaths give some help in 
understanding recent trends in infant mortality, 
since they identify to some extent the morbidity 
groups With stationary or rising death rates. 

About two-thirds of all infant deaths are from 
prenatal and natal causes, which include conditions 
such as immaturity, postnatal asphyxia and atelec- 
tasis (imperfect expansion of lung at birth), congeni- 
tal malformations, birth injury, and certain other 
conditions, including hyaline membrane. Ninety 
percent of the deaths attributed to these cause cate- 
gories occur in the first month of life; about two out 
of three of these are of prematurely born infants. 
Progress in decreasing the death rate for these causes 

Be- 
tween the periods 1950-53 and 1954-57 the rate for 
prenatal and natal causes, 18.6 per 1,000 live births, 


has been much slower than for postnatal causes. 


was reduced only 4.3 percent, while for postnatal 
causes the reduction in rate was 10.3 percent—from 
6.8 to 6.1. Among nonwhite infants the rate for 
prenatal and natal causes increased slightly, from 
22.5 to 22.7. 

While in general during 1950-57 decrease occurred 
such as 
certain infectious and parasitic diseases, diseases of 


in infant mortality from postnatal causes 


the digestive system, and accidents—death rates 
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from infections of unidentified types shuwed small 
These 
included: pneumonia of the newborn, which in- 


but continuing increases. (See figure 2.) 
creased in rate per 100,000 live births 5 percent 
between the periods 1950-1953 and 1954-1957, pri- 
marily in the nonwhite group; acute upper re- 
spiratory infection, bronchitis, and related infec- 
tions, Which increased 6 percent; meningitis, except 
meningococcal and tuberculous, 5 percent ; “other in- 
fections of the newborn,” 53 percent ; and septicemia 
and pyemia, 48 percent. Jointly these infections 
during 1950-53 accounted for 5,159 deaths annually, 
or 137 per 100,000 live births. During 1954-57 the 
annual toll increased to 6,248 infant deaths, or 152 
LOO.000 for 
these causes decreased at about the pace of the death 


per live births. Had the death rate 
rate for infectious and parasitic diseases as a whole, 
the lives of approximately 2,500 infants annually in 


1954-57 would have been spared. 


Hypotheses for Study 


While we know something about the ages at which 
infants have been dying, the places where they have 
been dying, and the chief causes of death, we need to 
know much more before we can outline a control pro- 
gram. State and local studies are needed in which 
clinico-pathologic data, collected and evaluated by 
medical committees, and vital records data can be 
the mother’s 
health, the family’s level of living, and the medical 


correlated with information about 
services provided to the mother and infant. 


Some of the questions needing answers are: 


To what extent is the rather stationary rate on the 
first day of life during the 1950's a result of more 
nearly complete birth and death registration, particu- 
larly of very small infants? 


To what extent is the rising death rate of the first 
day for the nonwhite group related to an increase in 
incidence of prematurity? 


While prematurity among white infants decreased 
during the 1950’s from 7.2 percent to 6.8 percent in 
1958, it apparently increased in the nonwhite group 
from 10.4 percent in 1950 to 12.9 percent in 1958. 

During 1950-58 nearly a million nonwhite persons 
left the South, going particularly to industrial and 
commercial centers in other geographic areas. In 
general this migration had the effect of increasing 


hospitalization for delivery, and perhaps of adding 
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The recorded rates in this chart are based on registered live 
births and deaths. The trend line, estimated from the re- 
corded rates during 1950-57, shows the annual decrease in 
rate, 1.7 percent. Rate values beyond the usual range of vari- 
ations would probably occur less often than once in 20 trials. 


to the completeness of registration of infant deaths 


and premature births, providing truer, though 
higher, estimates of mortality. 

Data from the District of Columbia illustrate the 
effects in large cities of changes in population since 
1950. Though the metropolitan area has grown by 
one-half million since 1950, the central city contrib- 
uted only 5,000 to that increase. Though the pro- 
portion of white to nonwhite births changed little 
in the entire metropolitan area—about 3 percent 
increase In nonwhite births between 1950 and 1957— 
the picture was entirely different in the core city, 
where among residents, white births dropped from 
56 percent to 35 percent and nonwhite births rose 
from 44 percent to 65 percent. In suburbia the per- 
centage of white births rose from 90 percent to 92 
percent; the nonwhite dropped from 10 percent to 


S percent.’ 


What proportion of premature births and of infant 
deaths are associated with lack of prenatal care? 


Again the District of Columbia provides an ex- 
1952, the 


D.C. General Hospital, the public hospital, were 


ample. In 30 percent of the births at 


without prenatal care; by 1956 the percentage with- 


out prenatal care had risen to 47 percent and it 
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remained at 


that level in 1957 and Of the 
women delivered at the D.C. General Hospital in 
1956, the neonatal mortality for those without pre 
natal $1.6. (In the District as a whole 
in 1956 it was 23.9 for the total] population ; for the 
nonwhite population, 28.9.) In 12.2 


percent of the births at the hospital were premature, 


L9DS8., 


care Was 


1957, when 


21.5 percent of the mothers who had not had prenatal 
care gave birth to premature babies, as compared 
with 10.2 percent of the mothers who had had pre 
natal care.’ 


What has been the effect on infant mortality of the 
one-third increase in number of infants born out of 
wedlock in the United States—from 141,600 in 1950 to 
208,700 in 19587 


What part, if any, of the increased mortality from 
“other infections of the newborn”, septicemia and 
pyemia, and several other categories of infection of un- 
defined etiology, is associated with hospital-acquired 
staphylococcal disease? 


What part, if any, did inadequacy of facilities and 
manpower for maternity care play in the infant mor- 
tality rates? 


This last question seems especially relevant since 
the great majority of births today take place in hos- 
pitals—98.2 percent of white births and 81.1 percent 
of nonwhite births in 1957. 

Data fromthe American Hospital Association show 
that since 1946 the number of births has increased 
faster than the number of hospital bassinets.* Since 
bassinets and maternity beds can be presumed to be 
about equal in numbers, does this mean that in the Na- 
tion as a whole there is a shortage of maternity beds ? 
Or, since hospital stay has been shortened in recent 
years, has the slower increase in beds been sufficient / 
Have hospital stays in maternity cases, perhaps, be- 
come too short / 

Between 1946 and 1957 the stay for all patients in 
general hospitals decreased from an average of 9.1 
to 7.6 days, reflecting recent scientific advances in 
medicine and more specific and more intensive ther- 
apy. For maternity patients the average length of 


stay in 1957 was even shorter—+.5 days.® In some 
large public hospitals the stay for some patients was 
as short as 24 to 48 hours. In such instances the 
lag in growth of facilities, lack of personnel, and 
high cost have probably worked together to shorten 


the stay in the hospital. 
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Adequacy of maternity beds depends also not only 
on total number of beds but on their distribution. 
With the rapid changes of population in central 
cities the maternity wards of many public hospitals 
in large cities are reported to be overcrowded, while 
the maternity census in central city private hospitals 
is going down and in suburban hospitals is rising. 

Medical manpower has not kept pace with in- 
creasing births. Though the number of physicians 
in private practice is increasing, the population 
vrowth has been even greater, so that the ratio of 
physicians to population has been declining. In 
spite of the increase in filled internships, the dis- 
parity between the number of available intern posi- 
the number of 


tions and 


graduates of American 
medical schools has been growing steadily larger 
each year.' 


“Physicians for a Growing America,” the report 
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The causes shown here correspond to those of the Interna- 
tional Statistical Classification of Diseases, Injuries, and Causes 
of Death. “Other infections of the newborn” are exclusive 
of pneumonia and diarrhea of the newborn. 
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INFANT DEATHS PER 1,000 LIVE BIRTHS 


Neonatal 


Percent excess of recorded over projected rate 
Recorded rate 
Projected rate 

prevailing in 1950-57 (1. 1%) 


assuming annual percentage reduction 


Postneonatal 


Percent excess of recorded over projected rate 
Recorded rate 


Projected rate assuming annual percentage reduction 


prevailing in 1950-57 (3.3%) 


*Provisional 
**Estimate of the expected rate in 1957 pursuant to trend, 1950-57. 


1960 
1957 1958 1959 (Jan.—May) 
g 1.69% +4. 89% +3. 8% 1.1% 
19.1 19.5 *19. 1 *18.4 
**#18.8 18.6 18. 4 1g. 2 
2.9% 11.8% 10. 6% +-23.4% 
i - 7.6 a *7.9 
727 0 B.S 6. 6 6.4 





of a consultant group on medical education to the 
Surgeon General of the Public Health Service, calls 
the maintenance of the present ratio of physicians 
to population “a minimum essential to protect the 
health of the people of the United States,” and states 
that to achieve this the number of physicians grad- 
uated annually by schools of medicine and osteop- 
athy must be increased from the present 7,400 a 
year to some 11,000 by 1975. In 1959 a total of 
8,269 physicians were licensed to practice for the 
first time in the United States.® 

What about nurses? 

Though there was an 87 percent increase in the 
number of nurses employed by general hospitals 
between 1946 and 1959, the size of the increase is 
offset by the fact that in 1959 more than one-fifth 
of the professional nurses in general hospitals were 
part-time workers who were not likely to relieve the 
nursing shortage in some of the more critical per- 
sonnel areas of the hospital such as the night shift 
in the nursery.’ 

The growth in the number of practical nurses and 
auxiliary workers in general hospitals has been more 
rapid than the professional] 
Whereas in 1946 the ratio of professional 


increase in nurses. 
to non- 
professional nurses in general hospitals was about 
five to three, by 1959 the ratio was reversed in favor 
of the nonprofessional nursing staff to approximately 
one professional nurse to 1.1 practical nurse and 
auxiliary worker. One might seriously question 
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whether quality of care has been affected by this 
change in the nursing staff of hospitals. 


Are community programs of services for mothers and 
infants adequate in coverage and in content? 


Between 1950 and 1957 services under maternal 
and child health programs in the United States have 
increased some. The proportion of mothers receiv- 
ing medical-clinic services rose from 48 per 1,000 live 
births to 56 per 1,000; the proportion of mothers re- 
ceiving public health nursing services increased from 
71 per 1,000 births to 104 per 1,000; the proportion of 
infants receiving nursing services changed little, 
from 143 per 1,000 to 156. Infants attending well- 
child conferences were about 80 per 1,000 in 1950; 127 
per 1,000 in 1957. Service rates have increased some 
since 1957, but not enought to fully offset the rise in 
infant mortality. 
ices be speeded up? 


Should the growth of these serv- 

Are they increasing where they 
are most needed? Are additional types of services 
needed ¢ 

Central cities face especially difficult problems in 
financing needed public services not only for health, 
but also for welfare, housing, and education—all 
areas relevant to the survival and health of infants. 
Migration of low-income families into, and of middle- 
income families out of cities, has resulted in greater 
need for public services within the cities and a re- 
duced tax base to support them. 
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District of Columbia material is again illustrative. 


Ina board of trade study in 1958 the median income 
for suburbia was $7,940; for the District, $5,660; 
for the area as a whole, $6,860. A study made by 
the Census Bureau for the District of Columbia in 
1956 revealed 20.4 percent of families with income 
less than $3,000 a year—11.6 percent of the white 
families, 31 percent of the nonwhite; 46.8 percent 
with incomes below $5,000—30.8 percent of the white, 
66.5 percent of the nonwhite.’ 

For the past several years, according to birth certifi- 
cate reports, only 10 percent of births to resident 
mothers in the District of Columbia were attended 
by private physicians while 60 percent were hospital] 
staff cases. Although the number of births to resi- 
dents changed little between 1950 and 1958, the num- 
ber occurring at the city hospital increased by some 
23 percent. In 1958 more than 30 percent of these 
births occurred in the city hospital. These births 
represented 4 percent of the white births and about 
47 percent of the nonwhite births in the District. 

With a decreasing ability to tax and an increasing 
need for public services and with the ratio of phy- 
sicians to population declining, cities face a serious 
problem in attacking the weak spots behind the mor- 
This calls for more efficient use of 
medical and nursing manpower. 


tality figures. 


But no matter how skilled physicians, nurses, and 





other health workers are, they alone cannot speed 
the decline of infant mortality. Real progress will 
require the coordinated efforts of representatives 
of the fields of health, welfare, education, housing, 
and industry to improve conditions in families in 
which poor nutrition, poor housing, low levels of 
employment, and a large number of children combine 
to create a multiplicity of overwhelming problems. 


*Oppenheimer, Ella: Population changes and perinatal mortality. 
(Paper presented at American Public Health Association, October 1959, 
to be published.) 


* Hospital statistics; non-Federal short-term general and other spe- 
cial hospitals (tables 1 and 9). Hospitals, August 1, 1958 (part 2). 


*U.S. Department of Health, Education, and Welfare, Public Health 
Service: Health statistics from U.S. national health survey; hospitaliza- 
tion, patients discharged from short-stay hospitals, United States, July 
1957—June 1958. Public Health Service Publication No. 584-B7 1959. 


Medical 
classified as to type of practice (table 3). 
Directory, 20th ed., 1958. 


Number of physicians 
In the American Medical 


* American Association, Chicago: 


° U.S. Department of Health, Education, and Welfare, Public Health 
Service: Physicians for a growing America; report of the Surgeon Gen- 
eral’s consultant group on medical education. Public Health Service 


Publication No. 709. 1959. 


® Fifty-eighth annual presentation of licensure statistics by the Council 
on Medical Education and Hospitals of the American Medical Associa- 
tion: Activities of the Federation of State Medical Boards of the United 
States. Journal of the American Medical Association, May 28, 1960. 


7 Hospital statistics. Hospitals, August 1, 1960 (part 2). 





In a society that is increasingly influenced by science and technology, 
and in a world that has become so small that events in the most remote 
parts of it affect us all, it is becoming more and more difficult for the 
individual to find his niche, to create with his own hands and mind, to be 


a person in his own right. 


Children do not grow automatically into civilized and mature human 
beings; nor does the answer to mature adulthood lie in favorable surround- 


ings alone. 


Individuals do not become civilized and mature without the 


opportunity for thought and reflection; they do not become great until 
PP y g y 


they are first creative. 


A major question for us all in these days of rapid and extensive change, 
therefore, is how we can make it possible for young people to think in 
a culture where there is much to discourage thought; how we can provide 
the opportunity for reflection in a culture that regards action as one of 
the main criteria of success; how we can insure creativity in the spiritual 
sense in a society that places so much importance on material possessions. 


Leonard W. Mayo, Executive Director, Association for the Aid of Crippled Chil- 
dren, New York, to the 1960 White House Conference on Children and Youth. 
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MENTAL RETARDATION 
IN THE SOVIET UNION 


JOSEPH WORTIS, M.D. 


Director, Division of Pediatric Psychiatry, Jewish Hospital of Brooklyn, N.Y. 


URING a 7-week visit to the Soviet 
Union under a grant from the National In- 
stitute of Mental Health, U.S. Department of 
Health, Education, and Welfare, I had an oppor- 
tunity to visit eight cities and to make a number 


recent 


of observations and inquiries on various aspects of 
child care and psychiatric practice. Because of my 
special interest in mental retardation I gathered as 
much information on this subject as I could, and sup- 
plemented it with further study of the Russian litera- 
Although my visit coincided with the summer 
could the 
was able to learn enough to describe 


ture. 
vacation period, so that I not observe 
schools, I 
briefly the main features of Soviet work in respect 
to retardation. 

In the Soviet Union, mental retardation is viewed 
basically in the same way it is viewed here: as a 
problem involving both biological equipment and 
Human _ intelligence—or 


is not regarded as a simple matter 


educational opportunity. 
the lack of it 
of genetic endowment, but as a complex phenomenon, 
implicating inborn peculiarities of nervous structure 
or function, diffuse or focal brain damage, sensory 
or motor defects, fatigability, educational develop- 
ment, psychological interest or incentive, capacity 
for attentiveness, distractibility, and a number of 
other related factors. There are, however, important 
differences in approach and emphasis among Soviet 
psychologists and educators as compared with those 
in this country. 

In the Soviet Union a child’s performance on a 
series of standardized tests, such as we employ in 
psychometric examination, is not regarded as a 
Prof. A. R. Luria, 


whom I met at the Moscow Institute of Defectology 


measure of intellectual capacity. 


last summer, said to me: 


An IQ of 65 might mean quite different things in four dif- 
ferent children: the first might have a congenital brain defect; 
the second might be suffering from a general weakness of the 
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nervous system due to fatigue, general debility, malnutrition 
or some other weakening condition correctable later in life; 
the third might have some motor or sensory defect, such as a 
partial hearing loss; and the fourth might be a perfectly nor- 
mal child who lost a lot of time at school because of some 
protracted illness. An IQ is always a merely quantitative 
thing; it tells us little or nothing about the qualitative causes 
of the bad performance. 


For these reasons psychometric testing is not used 
in the Soviet Union. It is not now the basis for 
diagnosis of mental deficiency nor for special edu- 
cational placement. 

For a period after the October revolution of 1917 
western psychometri¢s enjoyed considerable vogue in 
the Soviet Union, and both backward and gifted 
children were sorted out by the psychometricians, 
called pedologists, for special educational place- 
ment. It was soon discovered, however, that the 
gifted child tended to come from the displaced 
upper classes, while a disproportionately large num- 
ber of the backward children came from workers’ 
and peasants’ families, or from certain undeveloped 
national groups. Many complaints and criticisms 
and much theoretical discussion ensued, leading fi- 
nally in 1936 to a resolution of the Communist 
party castigating the psychometricians for labeling 
an excessive number of normal children as defective, 
abolishing the whole profession of pedology, and in- 
viting the pedologists to become teachers if they 
wished. 

One consequence of this sweeping resolution was 
to give the educational system back to the teach- 
and to 
elevate pedagogy to a level of a serious and sys- 


ers—called pedagogues in the Soviet Union 


tematic science. ‘To this day almost all psychologi- 
cal work is conducted in pedagogical institutes and 
its reports are published in pedagogical journals. 
The leading research institute on mental retardation, 
the Moscow Institute of Defectology, comes under 
the aegis of the Academy of Pedagogical Sciences, 
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Insti- 


Children in a work-therapy session at the Bekterev 
tute, a school for the mentally retarded near Leningrad. 


which is the planning and coordinating agency for 
scientific educational work. 

The Institute of Defectology is staffed by about 50 
scientific workers, of whom some 10 or 15 are psy- 
chologists, seven or eight neuropsychiatrists, while 
20 or more could be described as scientific peda- 
gogues, whose work differs very little from that of 
the psychologists. There are only one or two pedi- 
atricians on the staff. This research institute is as- 
sociated with a small school, which is used for train- 
ing and research purposes, but its own activities are 
limited to research on the development of diagnostic, 
analytic, and teaching techniques for the education- 
ally handicapped, including the retarded. Its cur- 
rent budget is 10 million rubles a year, a very large 
sum, when one considers that the salary of a skilled 
scientific worker may be 30,000 to 60,000 rubles a 
year, and that of a laboratory assistant 7,000 to 
15,000 rubles. 

Many research projects are being carried out at 
the Institute. 
signed to correct faults in attentiveness associated 
with asthenia or fatigability or faults in plasticity. 
These studies and others reveal a concern for cor- 
rectable physiological malfunctions of the brain—in 
contrast to the common assumption in this country 


They include a series of studies de- 


that brain dysfunction necessarily means anatomical 
defect. Professor Eugene Sokolov, an associate of 
Professor Luria at the University of Moscow, is 
doing remarkable work in the measuring and record- 
ing of attentiveness by studying a number of physio- 
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logical variables, especially shifting changes in the 
caliber of the blood vessels of the scalp and fingers. 
By means of these methods it is now possible to 
record the response of children to words related by 
sounds or by meaning, and thus to study the steps 
through which language development proceeds in 
both normal and defective children. This has im- 
portant implications for the analysis of the thinking 
processes and for corrective education. Professor 
Luria has for a long time been interested in the or- 
ganizing role of speech in the development of think- 
ing and of abstract concepts in children. 

One result of research carried out at the Institute 
is the development of an ingenious pencil-shaped 
photoelectric scanning device that emits distinctive 
sounds when passed over printed letters, so that the 
blind can learn to read by ear. 


Definition 


Soviet workers in the area of retardation tend to 
narrow the field to those types of retardation pre- 
sumed to be due to cerebral defects or inadequacies, 
and to regard types of intellectual or educational 
backwardness due to social, educational, or psycho- 
logical causes as problems of general pedagogy. The 
preferred term for mental deficiency is oligophrenia, 
which has connotations of a medical nature. Dr. 
Pevsner, the author of a recent textbook on oli- 
gophrenia and a member of the Institute’s staff has 
described it as “a kind of underdevelopment. of the 
complex forms of mental activity which arises as a 
result of an organic lesion of the central nervous 
system at different stages of the intrauterine develop- 
ment of the fetus, or in the very early period of the 
child’s life.” 

The diagnosis of oligophrenia, Dr. Pevsner told 
me, should be limited to those children who can be 
presumed to have suffered an actual brain injury in 
intrauterine, perinatal, or early infant life. She said 
it was reasonable to assume that the main pathologi- 
cal lesion in such cases was a diffuse injury or defect 
of the cortex, though she acknowledged that certain 
other associated factors may be encountered, mainly 
of two kinds: She said that hydrocephalus seemed 
to be a common associated factor in mental deficiency 
and that a superimposed focal lesion may complicate 
a diffuse brain injury. 

Dr. Pevsner also expressed the opinion that the 
crucial physiological factor in the pathogenesis of 
mental deficiency was the inertness or immobility of 
the feebleminded child’s reactions. Acknowledging 
that the element of anatomical defect must be con- 
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sidered too, she said that this may well express itself 
by contributing to the physiological inertness or lack 
of plasticity, and hence to an incapacity to shift or 
modulate in the learning process. She pointed out 
that the mammalian brain, in its evolution, has con- 
stantly gained plasticity and that the lack of plas- 
ticity could be regarded as a lower evolutionary stage 
of brain development. 

From a clinical point of view, a leading symptom 
among mental defectives is their lack of capacity for 
Dr. Pevs- 
ner described three types in which the lack of plas- 
ticity could be encountered: (1) those having a 


abstraction or conceptual generalization. 


weakened capacity for both excitation and inhibition ; 
(2) those in which the inhibitory functions are 
weak—the restless or excited children: (5) those 
in which the excitatory processes are weak 


bid, indolent children. 


the tor- 


Special Education 


Children having these various types of defects are 
not segregated according to type or diagnosis but are 
mingled in special schools. The Soviet pedagogues 
regard it as undesirable to have a school group con- 
sisting only of children with one type of symptom 
hyperactivity, for instance. The teachers are in- 
structed in the specific difficulties of each child and 
are then expected to individualize their understand- 
ing and approach to the educational problem the 
child presents. 

For example, the hyperactive child is first taught 
inhibition by external restraint. A teacher may 
actually hold a hand over the child’s mouth or re- 
strain his mobility. At a later stage the child may 
be expected to impose his external restraint upon 
himself by clapping his own hand over his mouth, 
and still later the restraint may become internalized, 
an important gain for the child. 

The proportion of boarding schools among these 
special facilities is high: in the Russian Federated 
Republic, out of 301 special schools, 130 are boarding 
schools. In Leningrad, three out of eight special 
schools are boarding schools. 

The more severely retarded children 
and idiots 


imbeciles 
are dealt with outside the school sys- 
tem, in special hospitals and day centers. These are 
under the control of the Ministry of Social Welfare. 
I do not know how many children are so placed. 

J. Tizard. a British visitor to the U.S.S.R. a few 
years ago reported that the education of defective 
school children includes solid groundwork in read- 
ing, writing, and arithmetic, and elementary instruc- 
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tion in the natural sciences, geography, history, 
civics, drawing, singing, and physical education. 
During the last 5 years of training increasing 
emphasis is placed on vocational training. Tizard 
also reported that over 90 percent of the young people 
who complete special schools become employed in 
ordinary work. Prof. Zurabashvili and his staff 
in Tiflis told me that graduates of special schools go 
to work in regular factories or on collective or State 
farms, where special and appropriate tasks can be 
assigned tothem. I unfortunately have no informa- 
tion on the number who fail to meet the curriculum 
requirements of these special schools, but I suspect 
their number is small. 

Because of the Soviet distrust of psychometrics, 
and their special concern about the possibility of 
social and psychological reasons for retardation, 
children are ordinarily not placed in special educa- 
cation facilities for the retarded until they have spent 
a year in a normal class. The decision to transfer 
the student from the public school to an auxiliary 
school can be made only by a special commission, and 
only after it has been established that the public 
school has taken all necessary measures Over an ex- 
tended period of time to improve the child’s success, 
without obtaining positive results; and after child 
psychiatrists have also concluded that the cause of 
the child’s inability to pursue the public school 
studies is a mental deficiency due to an organic brain 
defect or disease. If there is no special school in the 
child’s region or city the child may be sent to a school 
elsewhere. The regulations require that each student 
shall be accorded an annual review of his status by 
the pedagogical soviet of the school to determine the 
possibilities of his return to a regular public school. 

There are no waiting lists for any of the special 
educational facilities, and all are fully staffed. 
Tizard typical day school for 230 
educationally subnormal children (all high grade 
defectives except for 20 imbeciles) which as gen- 
erously staffed with teachers, and in addition had a 
physician and two feldshers (physician’s assistants) 
in attendance. 


describes a 


He also described a residential insti- 
tution for 60 trainable, physically healthy imbecile 
children, aged 8 to 17, which had a staff of 32; and 
another larger one near Leningrad with 210 children 
(75 high grade imbeciles, 80 low grade imbeciles, and 
55 idiots, including 23 cot cases) and a staff of 107. 


There is much medical activity with these chil- 


dren, a great deal of it preventive in nature—fre- 
quent examinations, massage, exercise, special 


diets—as well as conventional medical treatment. 
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There is also some psychotherapy, speech therapy, 


and physiotherapy. 

Teachers of the retarded get a special 5-year course 
of training in the defectology department of the 
teachers’ training colleges. This is 1 to 2 years 
longer than the regular teacher training course. A 
regular teacher who wishes to work in this field must 
acquire additional training. ‘Teachers of the re- 
tarded get 25 percent more than the regular teachers’ 
salary of 800 to 1,100 rubles a month. 


Incidence 


Though statistically reliable comparisons are not 
possible, and will not be for some time, there are 
indications that the actual amount of true mental 
deficiency in the Soviet Union is less than it is 
in the United States. 

The st rict policies on admission to special schools, 
Professor Luria told us, are partly responsible for 
the low percentage of children in special classes, a 
proportion he estimated roughly as less than one 
percent. After further inquiry and investigation I 
made an estimate which I believe to be more accurate. 
The result is even lower. In the Russian Federation 
Republic, which has a population of 113,000,000, 
there are 30,000 children in special classes for de- 
fectives, and an estimated additional 18,000 mentally 
retarded children still in the regular school, not yet 
diagnosed. or placed, making a total of about 48,000 
children regarded as suitable for special classes. 
Since a little more than 16,000,000 children are now 
attending the 10-year schools (corresponding to our 
primary and secondary schools), this would mean 
that one child out of every 350 children of school 
age, or less than one-third of one percent, is regarded 
as suitable for placement in the special classes for 
the retarded. These figures include children in spe- 
cial boarding schools. 

Even if these rough estimates were doubled to 
make allowance for children outside the school sys- 
tem, the proportions would be considerably lower 
than the usual estimate of mental retardation in our 
population—3 percent. But it is, of course, not 
possible to get an accurate idea of prevalence from 
the numbers receiving services. 

It is interesting to conjecture whether the apparent 
low rate of mental retardation in the Soviet Union 
may bear some relationship to the fact that the Soviet 
population is given free and comprehensive medical 
service—much of it preventive—from the womb to 
the grave. This attentive medical care, associated 
with liberal maternity leave policies and benefits (4 
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months leave with full pay, starting with the 8th 
month of pregnancy), may contribute to the health 
of offspring. 

For example, the amount of prematurity (based 
on a birth weight of 2,500 g. or less) in the city of 
Kiev is reported as 4.9 per 100, compared with an 
overall rate of 9.4 per 100 reported in the city of 
New York in 1959, and over 16 per 100 for the Negro 
population in some districts of the city. The pre- 
maturity rates in Kiev and New York may, of course, 
be based on dissimilar reporting methods or varying 
completeness, but the differences are probably real. 

The so-called psychoprophylactic or natural 
method of childbirth, which is used in 90 percent of 
the births in the Soviet Union, minimizes the use of 
drugs and may reduce the chance of brain damage. 

The Cesarean-section rate is said to be generally 
around 2 percent in Soviet obstetrical services, and 
is reported as above 4 percent in many hospitals here. 
The many children we saw all over the Soviet Union 
impressed us as being unusually vigorous and robust. 


Conclusions 


On the basis of my observations and studies, which 
were necessarily limited, I think I can fairly make 
the following general statements: 

@The overall picture of mental retardation serv- 
ices and research in the Soviet Union compares fav- 
orably with our own, and is in some respects superior. 

® The rejection of psychometric testing, the exclu- 
sion of social and psychological problems from the 
concept of oligophrenia, and—possibly—the compre- 
hensive health services combine to reduce the inci- 
dence of diagnosed and recognized mental deficiency 
in the U.S.S.R. But valid statistical comparisons 
are difficult to achieve. 

@Russian research in this field is more neuro- 
physiological than is our own and tends to be more 
intimately related to educational practice. 

® Vocational placement of the retarded adult 
seems to create no difficult problems in the Soviet 
Union. 

@Special education is regarded as a branch of 
science. The teachers enjoy considerable social 
prestige. 

Continued contacts between American and Soviet 
scientists and other professional persons, mutual 
interchange of information and personnel, and co- 
operative research undertakings promise to be 
mutually rewarding. 


* Tizard, J.: Children in the U.S.S.R.; work on mental and physical 
handicaps. Lancet, December 20, 1958. 
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THE EMOTIONAL PROBLEMS 


OF CHILDREN 


FACING HEART SURGERY 


ROBERTA PEAY 


Clinical Social Worker, Social Service Department, Clinical Center, National Institutes of Health 


N THE PAST DECADE spectacular develop- 
ments in have resulted in the 

hospitalization of numerous children having con- 
genital heart disease.’ 


heart surgery 
Experience with these chil- 
dren has shown that, as in other illnesses, the chances 
or speed of the child’s habilitation can be affected 
not only by his general physical condition and the 
medical skills applied to it, but also by the illness’ 
byproducts—its psycho-social aspects—and the un- 
derstanding of these by persons in contact with the 
child or his parents. 

Because the heart is such a vital organ—with life 
depending on its continuous functioning—to learn 
that a child has “heart trouble,” with which he was 
born, is usually an extremely frightening experience 
for both child and parents. Moreover, while the new 
surgical techniques hold out hope for complete recov- 
ery for some, and partial recovery for others, they 
are not a panacea nor are they undertaken without 
risk. Their very newness may hold a special terror 
for many parents. Such fear can affect both the 
child’s and the parents’ ability to cooperate with 
doctors, nurses, social workers, and others on a hos- 
pital or clinic staff who are trying to help them. 
When the staff understands these feelings and other 
factors in the patient’s or family’s life that are en- 
tangled with their attitudes toward the child’s con- 
dition, the psycho-social impediments to the child’s 
recovery can be dealt with. 

We see 


center of the 


many of these children at the clinical 
National Institutes of Health, the 
clinical research arm of the United States Public 
Health Service. The specific setting is the 26-bed 
nursing unit of the surgical branch of the National 
Heart Institute. The research interest of this branch 
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includes both diagnostic and treatment aspects of 
congenital as well as other cardiac defects in chil- 
dren and in adults. About 50 percent of the patients 
in this unit are children under 16 years of age, most 
of whom are there for treatment of a congenital 
impairment of the heart. 

These children are usually in the hospital for from 
1 to 4 weeks. All have been referred for diagnosis 
or treatment by physicians, in private practice or 
connected with a clinic, hospital, or health and wel- 
fare agency. Coming from all over the United States 
and many foreign countries, they have different cul- 
tural and religious values and a variety of economic, 
educational, and social backgrounds. The only com- 
mon factors among them when they arrive are that 
they are being hospitalized, they are away from 
home, and they have a suspected heart lesion with 
which they were born. These common factors, how- 
ever, provide a springboard from which the hospital 
staff can take off in trying to communicate with new 
patients. 

From this take-off we try to see farther into the 
personality and experience of each patient to find 
meanings which can help us make the hospital expe- 
rience as constructive as possible for him. What 
have the symptoms of his condition—this heart mur- 
mur, this shortness of breath, this easy fatigability, 
these frequent upper respiratory infections, this 
blueness, or this lack of growth and development— 
meant to him and his family? What was the impact 
on his parents of learning that their child—perhaps 
their only child—had heart trouble at birth? How 
did they find this out? From a brusque statement 
which held out no hope for the child’s life? From a 
calmly made explanation providing positive sugges- 
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ticows~for future care? 


Or from an offhand remark 
ending with “you have nothing to worry about, don’t 
pay any attention to it?” 

With a 


frantic search for opinions of other doctors, neigh- 


How did they react to the diagnosis? 


bors, or well-meaning friends, resulting in further 
confusion, desperation, and exhaustion of economic 
resources? By wrapping the child in an unhealthy, 
overprotective blanket, sacrificing all other members 
Did 
they find any helpful resources to turn to with their 
anxiety, their confusion, their fears, their guilt, their 
anger, their frustrations, their feelings of inade- 
quacy, or their inability to understand and accept 
the diagnosis ¢ 


of the family to satisfy his every wish or whim / 


Parents and Children 


We have found that some parents have had as 
constructive an experience as possible in learning 
and facing the fact that their child had congeni- 
tal heart disease. We have also found that many 
other parents, unfortunately, have had devastating 
experiences in this regard. We have seen the well- 
adjusted parent-child relationship. We have also 
seen dominating mothers, overprotective mothers 
and fathers, parents who are unable to deny the 
child anything; hostile parents who resent the hos- 
pital’s rules, routines, or policies; neglecting and 
uninterested parents; confused and very frightened 
parents; and desperate parents. The difference in 
the parents’ reactions has sometimes stemmed from 
the way they were handled when they were first 
told that their child had a congenital heart lesion. 
Therefore, we try to learn as much as we can about 
this from the referring source and from the parents. 

We also find it important to know who these 
children and their parents are, where they come 
from, with whom and where they What are 
the parents’ hopes and ambitions? How able are 
they to grasp the meaning of medical information ? 
What are their other children like? What is their 
way of life? What does illness mean to them 
stigma, weakness or inadequacy, will of God, punish- 
ment, superstition ? 


live. 


Very little psycho-social information about the 
parents or the child is made available to our staff 
prior to the child’s admission to the hospital, and 
we find it impossible to “know” all of the patients 
and their parents during the short period of hos- 
pitalization. But it would help us greatly if doctors, 
nurses, welfare and health agencies, who have re- 
ferred these patients to us and in many instances 
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know them well, understood how important such 
knowledge can be to those who are trying to make 
the patient’s hospital stay a constructive rather than 
a devastating experience. 

We often find that the parents are more upset than 
the child, though, unfortunately, frequently both 
child and parents are upset. Children, particularly 
5 years, generally reflect their 
parents’ reactions, whether this be anxiety, panic, 
calmness, or assuredness. 


those under 4 or 


Every child, of course, has a distinct personality. 
Thus, we find it important to know Aim or her- 
his way of life, his experiences at home, in school, 
at play. What are his likes and dislikes, his ambi- 
tions? What has his illness meant to him, what is 
his understanding of what is wrong with him and 
Does he feel 
he has done something wrong for which he is being 


of why he has to come to the hospital ? 


punished, or does he regard it as another way of 
getting attention? We are continually made more 
and more aware of the need to listen to the child, 
and to let him tell us in his own way and words what 
his “heart trouble” means to him. 

In our nursing unit the child is in a new and, 
most probably, frightening situation. It is not al- 
ways easy for a strange person to communicate with 
a child immediately. If we knew something about 
him prior to his coming, we would find this a sub- 
stantial bridge from his home to us and could use 
it to facilitate communication. 

Some of our children have been hospitalized be- 
fore, few or many times. 
hospitalized before. 


Some have never been 
In either case, a child and his 
accompanying parent should be prepared ahead of 
time for what to expect at the specific facility to 
which the child is going. 
different 


Each medical center is 
many its location, 
the kind of buildings and equipment it has, and 


from others in ways 
places for parents to stay, visiting hours and other 
rules; the kinds of services and staff available; the 
character of the nearby community and the cost of 
places to stay; the accessibility to transportation. 
Some of our patients arrived at the nearby Naval 
Medical Center or Johns Hopkins Hospital in Balti- 
more. One family was actually headed for New 
York because the parents did not know the name of 
the medical center to which they had been referred. 


Diagnostic Procedures 


Our patients for heart surgery or diagnosis are 
usually admitted on Sundays. The parents stay with 
the child throughout the admission process. They 
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accompany the child to the nursing unit and help 
with getting him settled in the two-bed room as- 
signed to him. We try to see that he is with a com- 
patible roommate, but unless we have some pertinent 
pre-admission data this effort must be based primar- 
ily on age, degree of illness, or type of care needed. 

The reactions of the patients and their families to 
this first day of admission have been affected by the 
bigness and strangeness of the building; the new 
faces around them—admitting personnel, nurses, 
doctors, other new patients and their families—the 
anticipation of separation, and the actual separation 
when night comes. 

We do not allow parents to stay in the hospital, 
and when some parents and patients come expecting 
to do so emotional and economic problems arise. The 
parents leave a frightened child (from whom they 
may have never been away al night) to go to a 
strange home, possibly by way of a strange and new 
transportation system, and usually at a greater cost 
than they had anticipated. While we have liberal 
and flexible visiting hours, they probably do not 
entirely offset the trauma to the young child of 
The 


visiting hours for our unit are from 9 a.m. to 9 p.m., 


being separated from his parents at night.* 


with permission for parents to come in early before 
certain procedures and surgery and to remain in the 
hospital overnight during the critical postsurgical 
period. 

On the day following admission, all patients have 
routine X-rays, electrocardiograms, and blood tests. 
We try to prepare the patients and their families 
for these and, when indicated, we allow the parent 
to accompany the child during these procedures. 
While many children “know the ropes” generally be- 
cause of former hospital experiences, each hospital 
has some differences in methods and procedures. If 
we know what the child’s previous hospital experi- 
ences were we can anticipate areas of possible 
tension. 

Other diagnostic procedures include cardiac eath- 
eterizations, and 
Not all tests are done on all children. 


angio-cardiograms, aortograms. 
Neither the 
children or their parents know this initially, but 
they soon observe what is going on with other pa- 
tients. For some tests the children are put to sleep 
and for some they are not, depending on the age of 
the child, the nature of the test, and the reaction of 
the child during the study. 


some 4 to 5 hours. 


Some tests take 2 hours, 
All of these tests are fairly mild, 
but if the child and his parents are not helped to 
understand specifically what they can expect, they 
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may suffer unnecessary anxiety based on fear of the 
unknown, fantasy, or misunderstanding. 

Since each procedure might provide a clue as to 
whether the child has a heart lesion, whether further 
studies are indicated, whether surgery or anything 
at all can help the child, all procedures are potential 
sources of tension. 


Handling Tension 


For many children, a simple explanation of where 
they are going and for what is enough to dispel the 
terror of the “unknown.” For others, and for some 
parents, their apprehension is so out of proportion 
to the nature of the test that the services of the pro- 
fessional staff must be called upon to get at the root 
of the problem and help the child or his parent dea! 
with it. 

In our center, as at most hospitals, the medical and 
nursing staff see all of the patients. Therefore, they 
are in a position to note signs of tension, apprehen- 
sion, or emotional upset. If they let the patient and 
his family know from the beginning that members 
of the staff recognize their fright, confusion, or dis- 
turbance and want to help them feel better, the par- 
ents and the patient usually can more freely express 
their concerns, and the days following admission be- 
come less frightening for them. 

We have observed that a// of our children and 
their parents come with some degree of apprehen- 
sion. While some of this is dissipated after they 
have had a chance to have a look at the hospital, its 
staff, and the modus operandi, most parents show 
signs of tension throughout the period of their child’s 
hospitalization. Some of them are able to handle 
this adequately on their own, some can do so with a 
little help from the social worker, physician, or 
nurse, but others need more intensive social case- 
work help. Their emotional reactions to the expe- 
rience are dependent not only on their personality 
structures and earlier experiences, but also on the 
nature of the study procedures to be undergone, the 
implications of the final diagnosis, the recommenda- 
tions made, and the physical reactions to whatever 
surgery takes place. 

In general, the children who are accompanied by 
parents seem less tense than their parents. Perhaps 
we do not know them as well as we know the parents, 
or perhaps they are less aware of the implications of 
what they are undergoing. The few children who 
have come without their parents have exhibited signs 
of extreme fear, tension, or anxiety. 

Periods of waiting may be periods of heightened 
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Both 


a state of 


anxiety for the child and his parents alike. 
child and parents may dread the tests 


mind which may be prolonged for the parents while 
they wait for the child to return to his room. Wait- 
ing to hear the results of tests may also increase 
anxiety. This is more apt to be true of parents than 
children, though we have also seen children whose 
anxiety during this period reached a point near panic 
or immobilization. Hospital staff busy preparing 
other patients for tests, surgery, or return home may 
fail to notice the extreme anxiety being suffered by 
some children and parents while they are waiting to 
hear the recommendations. 


Reactions to Recommendations 


The most critical period emotionally for child and 
parents comes when they hear the surgeon’s recom 


mendations. These will take one of four directions: 


1. No surgery is recommended because the sus- 
pected lesion either does not exist or is insignificant. 
When forthcoming, the anxious 
moment is usually replaced immediately by a sense 
of relief. 


this news is 
In some instances, however, the reaction 
felt may be anger because of the child’s past subjec- 
tion to unnecessary tests and hospitalizations and to 
unnecessary limitations on normal childhood activi 
ties; because of the parents’ emotional need to have 
a sick or dependent child; or because of the child's 
need the attention he has 


to continue to receive 


enjoyed. 


2. Surgery offering low risk and a high chance of 
of cure. 


Parents’ reaction to this is usually one of relief and 


confidence in the surgeon’s decision and skill. How- 
ever, some parents are unable to express real 
questions about this decision when the child is 


asymptomatic and the risks involved in surgery even 
if described as minimal. 


3. Surgery with significant risk for the child who 
has increasing and seriously disturbing symptoms. 
A realistic response to this is fear for the life of 
the child. But parents differ greatly in their ability 
to understand the implications of this reeommenda- 
tion and the gravity of the choice they must make. 


4, No surgery is available for the specific lesion or 
lesions in the child’s heart. 

A realistic response to this is loss of hope that 
the child will live to grow up. Crucial factors in 
the ability of the parents and child to face the inevi- 
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table are the way they have been informed of it and 
their abilities, emotional and intellectual, to under- 
stand the diagnosis and recommendations for care. 
The whole professional staff of the unit is respon- 
sible for seeing that the parents and the child get 
the help they need in asking questions, in expressing 
their feelings, in understanding the diagnosis, and 
in following recommendations for treatment. 

There is enough of a realistic basis for fear when 
parents and child are confronted with approaching 
cardiac surgery or the grim prospects that an un- 
treatable cardiac lesion presents without their hav- 
ing to contend with unrealistic ideas, concerns, or 
fantasies. Physician, nurse, medical social worker, 
chaplain, and a psychiatrist if indicated must all be 
available to patients and their families who are 
faced with these grave findings. No one profes- 
sional discipline can provide adequate help alone. 


The Surgical Period 


At our hospital some children for whom heart 
surgery is recommended are discharged to return 
for the operation at a later date; some remain to 
be operated upon within the next week or two. 
When the time approaches, the focus of all staff is 
on preparing the child for the operation. The sur- 
geon, the nurse, the physical therapist, the anesthesi- 
ologist, the social worker, the chaplain are all 
involved. The other patients and their families also 
have an effect—sometimes good and sometimes bad 
child’s emotional 
presurgical period. 


on the condition during this 

How far in advance the child is told the date of 
surgery depends on his age and emotional makeup. 
Although giving this information a long time ahead 
of the date sometimes seems to increase and prolong 
anxiety unnecessarily, it allows more time for help- 
ing the child to bring out his questions or express 
When both child and mother are ex- 
tremely anxious, time is needed to help them both. 
If the staff is aware of the emotional condition of 


his fears. 


the child and his parents early in the hospital stay 
there is a better chance of preparing them psycho- 
logically for the more tense surgical period. 
Children under 4 usually depend on their parents 
to take care of any situation, so if either the child’s 
mother or father is with him throughout his hospital 
stay, when he is told about the date of the operation 
is not very important. What is important is the way 
his parents and the staff tell him about it and about 


what will happen then. If the child’s parents are 
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not with him, the anticipation of surgery and the 
postsurgical period become much more frightening 
and the potentials for emotional and even physical 
trauma are greater. 

For many of the operable patients and their 
parents the day of surgery and the 3 or 4 days after- 
ward are, understandably, their most anxious days. 
The patient leaves the unit early in the morning 
and does not return until 2 to 6 hours later, depend- 
ing on the type of operation. The parents remain 
in a solarium near the nursing unit while the opera- 
tion takes place on another floor. The staff makes 
every effort to prepare the parents for the length of 
this waiting period, and for the fact that they cannot 
hear from the surgeon until this period is nearly 
over. The social worker is available to give the 
parents emotional support and has told the surgeons 
and nurses of any previous impressions she may have 
gained about their possible reactions to the strain. 
A chapel and Catholic, Jewish, and Protestant chap- 
lains are also available to the parents. 

After the patient returns to the unit the parents 
are allowed to see him in the postoperative room. 
They have been prepared to see the oxygen tent, the 
chest tubes, the attachments for intravenous infu- 
sions, and the like. For most parents the knowledge 
that the operation is over and that their child is back 
in the unit is a tremendous relief, although they 
have been told of the critical aspects of the imme- 
diate postsurgical period. Some parents are still 
overwhelmed by emotions at the first postoperative 
sight of their child. 

For the child, the time in the postoperative 
room—usually about 3 days—where there are usually 
one to three other postsurgical patients is the most 
frightening period of all. understand 
his pain, his reactions from the anesthesia, the chest 
tubes, the need to cough. 


He cannot 


He shows his fright by 
his actions and in the expression in his eyes. During 
Many chil- 
dren are unable to verbalize their fears and some of 
these patients physically cannot do so because of the 


this time the child has a special nurse. 


nature of their operations, so adults, and especially 
the nurse, must try to understand the nature of their 
fears and to help them. They can explain the pur- 
pose of the frightening procedures and let the child 
know that these are the same for everyone, show 
him that Mommy and Daddy are at hand, agree that 
the pain hurts, tell him over and over—if reassur- 
ance is justified—that he is going to be all right. 
They can also try to keep his fright from becoming 


aggravated by what is happening to other people in 
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the room. The patient does not know what is going 
to happen to him, and if another patient gets into 
trouble, undergoes other unpleasant procedures, or 
has to go back to the operating room, he has no way 
of knowing that these things are not in store for 
him. False reassurance, however, can be harmful, 
and only honest reassurance should be given. 

We have known three children who in this post- 
operative period developed symptoms of gastric 
ulcer, which is closely associated with stress. <All of 
them had previously shown signs of considerable 
tension but before the operation had been unable to 
express their fear. Careful evaluation of the degree 
and cause of the patient’s tension and anxiety ought 
always to be made before surgery, and if this is 
extreme, surgery should be delayed if possible. 

Children and parents alike tend to relax when the 
child leaves the postoperative room. Parents can 
give much more verbal expression to this feeling of 
relief than the children. 

Most children are able to leave the hospital about 
10 days or 2 weeks after their operation. Observa- 
tions of the “cured” children on their followup visits 
indicate that the majority adjust well to having a 
normal heart, and little continued “cardiac neurosis” 
occurs. 

If the surgery has been only a first step, the child 
and his parents are faced with the prospect of re- 
turning for more surgery at a later date when the 
child is older and larger. If we have been able to 
keep the emotional trauma of the first experience to 
4’ minimum, there is more hope that the patient and 
family will suffer less anxiety during the next 
operation. 

If the surgery has not helped, that is, if the 
lesion is found on the operating table to be uncor- 
rectable at that time or at all, the parents and child 
are faced with the loss of hope, or with the need 
to return for further and more serious surgery. 
This can mean renewed anxiety and apprehension, 
possible economic strain, renewed family separa- 
tion and, sometimes, exhaustion of resources. 


Causes of Tension 


The greatest support for a child during any part 
of the experience of hospitalization is that his parent 
or parents be with him. 

In our unit one of the social worker’s first re- 
sponsibilities is to try to make it possible for at least 
one of the parents to bring the child to the hospital 
and to remain with him whenever hospital rules 
permit. Sometimes this has not been possible and 
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we have had children arrive at the hospital and 


remain without any visits from members of their 
family during the entire period. One was a foster 
child with no parents who cared. Some have come 
that the 
cost and time involved in travel have been too much 
for the parents. 


which 


from places so distant—Alaska, even Tran 
A few have been from families in 
the mother had other children to care for 
while the father was away at work. In some in- 
stances community resources—union welfare funds, 
public welfare departments, crippled children’s serv- 
ices—have helped the parents to get to the hospital 
for at least the critical pre- and post-surgical periods. 
When no parent arrives the unit tries to provide 
from its own staff a parent-like person to give the 
child special attention. 

To the child, parents—even those who are not able 
to give their child a sufficient measure of love 
mean safety and security, particularly during a 
stressful period. In our hospital we would much 
rather have a very anxious and disturbing parent 
turn up with a child than to have the child arrive 
alone. We would rather have both parents than one 
alone, as they can be a source of strength to each 
other. 

We believe that much—though certainly not all 
of the anxiety that children and their parents bring 


with them to the hospital might have been prevented : 


1. If the person who had previously dealt with the 
family in relation to the child’s illness had known 
more about the child’s and the parents’ background 
and their experience with illness and other crises, 
their intellectual and emotional makeup, their abil- 
ity or inability to understand the meaning of the 
diagnosis, and other family problems—such as un- 
employment, social isolation, or marital discord 
which might be aggravated by or projected onto the 
child’s illness, and had shared this knowledge with 
the medical center staff. 


2. If the person who had informed the family or 
child of the suspected heart condition had taken 
pains to dispel confusion and to avoid arousing 
unnecessary fright or over-optimism. 


3. If the home community had had available the 
skills and facilities for the earlier treatment of cer- 
tain defects and for helping the family to meet the 
cost of study and care, to understand what to expect 


in relation to the illness, to reach decisions about 
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taking the child to the medical make 
arrangements about getting there with due regard 
for other members of the family, and to deal with 
peripheral but aggravating 


oat onl fo 


center, to 


and pressing family 
problems. 


4. If the child had received some help in under- 
standing his illness, and in clearing up his own 
fantasies, fears, and expectations about it, such as 
regarding it as a punishment for some undefined 
transgression, being in constant fear of dropping 
dead, or expecting constant attention. 


5. If the child (or his parents) had not already 
had an unhappy hospital experience. 


6. If the child’s fears of a complete unknown (and 
those of his parents) had been allayed by careful! 
briefing on what to expect at the medical center. 


The community, of necessity, bears the brunt of 
responsibility for the provision of services to help 
solve the various kinds of problems worrying the 
family and the child. The hospital, even though 
separated by considerable distance from the home 
community, has equal responsibility for maintaining 
a constructive continuity of communication in rela- 
tion to the patient’s care and for letting the respon- 
sible persons in the community know about the kinds 
of problems these patients and their families are 
apt to face and the preparation they will need for 
And child is 


hospitalized the hospital must, through the com- 


the hospital experience. while the 
bined efforts of its medical, surgical, nursing, and 
social service, do everything possible to see that day 
to day experiences do not arouse unnecessary anxie- 
ties in the patient or his parents, and that help is 
forthcoming for dealing with those anxieties that 
are unavoidable. 

These are not insurmountable problems, and we 
may feel more hopeful in trying to solve them if 
we compare the promises of cardiac surgery today 
with those in 1883 when a surgeon named Billroth 
said, “Let no man who hopes to retain the respect 
of his medical brethren dare to operate on the human 
heart.” * 


* Lesser, Arthur J.: The children’s titles in the Social Security Act. 
IV. Health services—accomplishments and outlook. Children, July- 
August 1960. 

* Robertson, James: Young children in hospitals. 
York, 1958. 

* Bland, Edward F.: Surgery for mitral stenosis; a review of progress. 
Circulation, February 1952. 
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OCIAL WORK participation in medical edu- 
cation, although not a recent innovation, has 
gained considerable momentum in the past 15 

During this period medical education has 
undergone extensive reevaluation by the medical 
profession. 


years. 


This reevaluation, in which prominent social work 
leaders have been asked to participate, has led to the 
recommendations, among others, that medical know]- 


edge should include knowledge of the social and 
emotional forces which affect patient care’? and 


that this should be recognized in medical school 
curricula through “the use of the medical social serv- 
ice staff on a faculty basis, as a specialized depart- 
ment capable of supplying instruction in the prin- 
ciples and practices of applied sociology.” * 

As changes in the curricula of several medical 
schools have taken place and as new schools have 
been established, the number of social workers added 
to medical school faculties has increased. 

In 1946 the California Legislature appropriated 
funds for the construction of a new medical school 
at the University of California at Los Angeles. In 





*The authors acknowledge the cooperation of Drs. Arthur 
H. Parmelee, Jr., associate professor of pediatrics, and Justin D. 
Call, assistant professor of psychiatry, School of Medicine, Uni- 
versity of California at Los Angeles. 
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planning the curriculum it was possible to incorpo- 
rate some of the findings of the reevaluation studies 
of medical education and to include content regard- 
ing the social and emotional forces which affect 
medical care. Therefore, a family medicine course 
was designed. From the inception of the course in 
1951, when the first class of medical students was 
admitted, social work instructors have been asso- 
ciated with it. 

The family medicine course has been described 
as a “course in the problems of communication and 
human relations” * ° as these are related to the prac- 
tice of medicine. It is designed to complement the 
general medical curriculum and has three functions: 


1. To bring to the attention of students the importance of 
sociological factors in the care of patients through observation 
and study of the structure of the family and the various forces 
reacting within and upon it. 

2. To help students deepen their understanding of the 
meaning of human development in our society as it relates to 
medical care. (The term development, as used here, encom- 
passes physical, neurological, mental, personality, and social 
development.) 

3. To provide first and second year medical students with 
an opportunity to deal directly with patients, sustaining their 
interest in patient care until they have daily patient contact 
in the third and fourth years of medical school. 


Some changes have been made in the details of 
the course since its beginning in 1951, but basically 
it remains the same.* ° 
follows: 


The general procedure is as 
Early in his first year in medical school 
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each student is assigned a family in a special teach- 


ing well-baby clinic in a city or county district health 
office. The student follows this family throughout 
his 4 years in medical school by periodic visits to the 
clinic and by home visits. In the first year the 
student comes for these clinic appointments once a 
month and makes a minimum of three home visits 
during the year. Once a month the entire class con- 
venes for a case conference on interesting and medi- 
cally important family situations or child develop- 
ment problems. 

In the second year the student has three well-baby 
clinic appointments with his assigned family, sched- 
uled at 3-month intervals. These follow the same 
general pattern as the first-year appointments. He 
also makes at least two home visits. In addition, he 
the and 


School once a month during the first semester. He 


visits University Nursery Elementary 
observes preschool and school age children in the 
classroom and on the playground and studies the 
nursery school program and the elementary school 
curriculum from the standpoint of child growth and 
development. These observations provide a con- 
tinuum in the student’s learning about child develop- 
ment from infancy in the well-baby clinic through 
childhood in the school. They also give medical 
students an opportunity to consider the impact of 
the elementary school on the development of the 
individual and the value of this knowledge to the 
physician in practice. Each month, preparatory to 
the observations, the entire class attends a lecture, 
followed by a discussion. 

In the second semester of the second year, the 
family medicine course and the course on introdue- 
tion to clinical medicine are integrated and each 
student is assigned another family to follow in addi- 
tion to the family assigned him the first vear. This 
second family is selected from patients registered in 
one of the clinics of the university medical center. 
The student is introduced to the patient in connec- 
tion with his studies in physical diagnosis at which 
time he takes a complete medical and social history 
and does a thorough physical examination. He 
makes a home visit to amplify his information about 
the patient’s total social situation and sees the pa- 
tient awain in the clinic as indicated. 

In the third year the student sees his first-year 
family once in the well baby clinie and is encouraged 
to follow the family through home visits and tele- 
phone calls. No clinic visits are scheduled in the 
fourth year but many students continue to maintain 


contact with the families. 
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An attempt is made in the third and fourth years 
to help students extend the concepts developed in 
the first 2 years to the daily care of their patients 
in the clinies and on the wards. In the third year, 
while students are assigned to pediatrics, they meet 
once a week with the pediatric and social work in- 
structors in the course and the social worker in the 
pediatric clinic to discuss the social aspects of pa- 
tient care both in a general way and in relation to 
the specific patients they are seeing. A similar pro- 
In addition, all 
of the social workers of the university hospital are 


gram continues in the fourth year. 


involved in the family medicine course. They work 
closely with students on the problems of any of the 
patients assigned to the students in the course that 
may be under care in the university medical center, 
and they are also available for consultation regard- 
ing other patients. 


Social Work Participation 


Present at each teaching well-baby clinic session 
in the program for first-year students are the clini- 
cian (a pediatrician), the social worker, and the pub- 
lic health nurse, as well as the students. The clini- 
cians and the social workers in these special clinics 
are members of the medical school faculty. The 
public health nurses are provided by the city and 
county health departments. Families for student 
assignment are selected by the public health nurses 
from the clientele of the regular well-baby clinics. 
Criteria for selection include: the presence of an 
infant under 6 months of age; intent on the part of 
the family to remain in the community for at least 
4 years; and willingness on the part of the family to 
participate in the program. Families with over- 
whelming medical or social pathology are excluded. 

No more than six or seven students and families 
All of the stu- 
dents attending on a given afternoon are present 
when the clinician examines each baby and _ inter- 
Before each 


family and child are seen, their student presents the 


are scheduled for each clinic session. 


views the mother or both parents. 


social history information he has secured about them 
to the clinic staff and to the other students. The 
clinician makes use of this information in his diseus- 
sion with the family, pursuing some of the mother’s 
questions in greater detail and adjusting his com- 
ments and recommendations to her social and cul- 
tural Thus, the students can see that the 
histories they have obtained are significant and 


needs. 


functional in the rendering of care in the well-baby 
clinic. 
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Following the clinic appointments, the students 
have an opportunity to discuss what they have ob- 
served with the staff. These postclinic discussions 
consider parent-child relationships, sibling relation- 
ships, implications of pathology or abnormality 
noted during the physical examination of the child, 
eating and sleeping patterns of children, toilet train- 
ing, discipline, and other matters related to the nor- 


mal growth and development of children. ‘They also 
deal with the influence of the parents’ own families 
and cultural backgrounds on child rearing practices, 
on attitudes toward health and medical care, and on 
the relationship of the families to the community, 
including social, school, and religious ties. 

At the monthly case conferences, except at the 
first two sessions which are devoted to lectures, the 
students make the case presentations and discuss 
them with help from the instructors and occasional! 
invited guests. The cases are selected to illustrate 
general concepts that emphasize the major objectives 
of the course. The first-year students’ presentations 
during a recent academic year included: December, 
communication with a talkative mother and with a 
quiet mother, presented by two students; January, 
cultural adaptations of a Mexican-American family; 
February, a family with an adopted child, discussed 
after presentation by a professor of law; March, a 
mother with diabetes and healed tuberculosis; A pr7/, 
a mother with a psychiatric problem and hyperten- 
sion, discussed after presentation by a professor of 
psychiatry; May, a family with a large hospital bill 
and other medical expenses, discussed after presen- 
tation by a hospital The three 
monthly sessions which preceded these presentations 


administrator. 


were devoted to an orientation lecture, a lecture by a 
sociologist on the family in our society, and a pres- 
entation by a fourth-year student of his experience 
with the family assigned to him in his first year. 
Each student is required to submit a report of his 
observations of his family at the end of the first 
semester and a supplementary report at the end of 
the year. By the end of the first year, students are 
expected to have learned some of the pertinent social 
history of the family in each of the following 


categories: 


|. Family constellation: name, age, and sex of each member 
of immediate family and other members of the household; how 
long married; and length of time in the community. 


2. Family cultural background: race, nationality, ethnic and 
cultural traditions, religion, parental family backgrounds, and 
educational level of family members. 


3. Family characteristics: housing, neighborhood, employ- 
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ment of family members, family mobility, and health of 
family members. 


4. Current family social situation: intellectual interests, hob- 
bies, and other activities; family unity or diversity of interests, 
and family attitudes toward health and medical care. 


5. Family relationship with the community: school attend- 
ance, church affiliation, club and civic activities. 


Social Work Teaching 


The goal of social work teaching in the family 
medicine course is essentially the same as in other 
social work participation in medical education—to 
transmit some of the broad principles and concepts 
of professional social work knowledge that can be 
useful to physicians in the practice of medicine. 
These include: acceptance of the individual’s right 
to self-determination within the limits imposed by 
the situation in which he finds himself and the limits 
set by society; respect for the dignity of the person; 
understanding of the need for a family-oriented 
approach to medical and psychiatric problems and 
for a careful social exploration of each case; and 
awareness of the impact of the medical problem on 
the patient and the family and of the need to iden- 
tify the strengths in a situation that can be enlisted 
in the patient’s behalf. 

Because these concepts and principles are not the 
exclusive province of social work, responsibility for 
transmitting them is shared with other professional 
disciplines on the medical school faculty. The social 
work teacher, however, also helps the medical stu- 
dent to attain knowledge of the function of social 
work and to develop skill in using social work serv- 
ices effectively for his patients. 

In the first-year program of the family medicine 
course social work teaching goals are appropriately 
limited. Since this course is planned to involve all 
t years in medical school, the full goal is not ex- 
pected to be achieved in any one year. The objective 
in the first year is to help the student enhance his 
understanding of the family assigned him and to 
develop skill in communicating with its members. 
During this year, the social work instructor tries to 
help the student to sharpen his awareness of the 
stresses affecting his assigned family and its rela- 
tionship to the community and to become more 
cognizant of the significance of its environment and 
cultural background, which may be different from 
his own. 

In working toward attainment of these first-year 
goals the social work instructor functions in the well- 
baby clinies as an observer of students and families 
and of the interaction between them, as a specialist 
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with responsibility for teaching specific content, and 
In addition, 
she carries on interviews with students to help them 


as an aid in promoting group rapport. 


extend and consolidate the knowledge gained in the 
clinies and participates with other staff members of 
the course in the on-going evaluation of students’ 


progress. 


What the social work instructor observes is deter-. 


mined by the kaleidoscopic character of the clinic 
While the is simultaneously 
examining an infant, counseling the mother or both 


sessions. clinician 
parents, and teaching the students, the social work 
instructor is in a strategic position to observe the 
dynamics of personal reactions and relationships. 
Depending upon the situation, these observations 
encompass the students’ comfort or discomfort in 
his student-observer role; the reactions of the stu- 
dents to the examination of the infant: the parent- 
child relationship; the clinician’s counseling and the 
mother’s response to it; and the students’ compre- 
hension of the clinician’s instruction. 

On the basis of these observations, the social work 
instructor advises the students at appropriate points 
during the clinic sessions about certain areas on which 
For mother who 
usually communicates poorly may, in response to the 
skillful interviewing of the clinician, be furnishing 
significant information about her baby. At this 
stage in the students’ learning, the clinician’s inter- 
viewing techniques may be too subtle for the students 


to focus attention. instance, a 


to grasp unless specifically pointed out to them. 
While this is being done, the instructor can stress the 
importance for present and future care of the infor- 
mation the clinician is seeking. If more amplifica- 
tion is indicated, the social work instructor brings 
the incident to the clinician’s attention in the in- 
formal discussion period. 

At other times the students may ask the social 
work instructor about the validity of some obser- 
vation they have made regarding a single family or 
a group of families seen during the afternoon. For 
example, after observing a young mother with her 
first-born child, they may want to know whether she 
seems unusually anxious or whether all young, in- 
experienced mothers act as though they are afraid 
of handling their babies. 

The students are encouraged to describe what they 
have observed the mother and child which 
With the so- 
cial history available, the social work instructor 
points out some of the reasons why the young mother 


about 
created the impression they received. 


may seem unduly apprehensive and suggests various 
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possibilities for student observation in future ses- 
sions. Later, when it is timely, the social worker can 
refer back to the experience and others like it to en- 
hance the students’ understanding of behavior and 
its wide range of differences. If a mother has made 
good use of the anticipatory guidance and support 
she has received in the clinic, this important de- 
velopment can also be pointed out to the students. 

The social work instructor also tries to empathize 
with the mother during the clinic visit in order to 
explain the mother’s feelings and behavior, and the 
possible reasons for them, to the students in the post- 
clinie discussions. At the same time she tries to be 
sensitive to the impact of any particular situation on 
the students in order to help them bring out their 
questions and feelings in the posteclinie discussions 
or later in an individual conference. 

Another function performed by the social work 
instructor in the well-baby clinic is to help create a 
situation conducive to learning—a relaxed climate 
in which the students’ curiosity can be stimulated 
and in which they feel secure in seeking help. While 
the students find this early-patient contact stimu- 
lating, the student-observer role is a strange and 
anxiety-producing experience for most of them. 

In the general orientation at the beginning of the 
semester, students are provided with written material 
about course expectations which includes a descrip- 
tion of their role in the clinic sessions. However, 
most of them have had no experience in observational 
situations and, understandably, they have difficulty 
in grasping all the implications. Also, the very na- 
ture of the clinic sessions poses problems for them. 
Unless they are helped to feel somewhat at ease early 
in the course, they have difficulty in using the learning 
experiences offered to the best advantage. 

The parents also tend to feel uncomfortable in this 
unaccustomed situation of being observed even 
though the public health nurse told them what to 
expect when she asked them if they would partici- 
pate. The whole staff makes an effort to help the 
mothers feel at ease in talking with the clinician in 
the presence of the group. The social work and 
medical instructors and the public health nursing 
staff work together to promote an informal, friendly 
atmosphere. 


Individual Interviews 


Students who are having difficulty or request help 
with their assigned families have individual inter- 
views with the social work instructor. These con- 
ferences are designed to help the student deepen his 
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understanding of his family and gain some aware- 
ness of his own attitudes and how they affect his re- 
lationship with the family. The social work instruc- 
tor is expected to serve as an objective, nonthreaten- 
ing person to whom the student can reveal his think- 
ing and concerns about his assigned family and any 
problems he may have in his contacts with them. 

For example, one student requested an appoint- 
ment to discuss a family because, during one of his 
home visits, the mother had expressed concern about 
the problem behavior of her 5-year-old boy. Some 
clues to this problem had been revealed in the clinic 
sessions but the mother’s feelings had been respected 
when she was unable to FWA the situation there. 
In the home the student noted the child’s aggressive 
behavior and the mother’s inability to cope with it. 
He said he felt that the parent-child relationship was 
disturbed but, even though the mother seemed to be 
asking for help, he doubted that she or the father 
were yet ready to accept referral to an appropriate 
agency. Instead, the student had offered to consult 
with the social work and medical instructors, a sug- 
gest ion accepted by the mother. 

In taking the problem to the social work instructor, 
the student was testing his observations, seeking more 
understanding of the family, and asking for guid- 
ance on his role. The social work instructor, from 
her impressions of the mother at the clinic and the 
additional information furnished by the student, 
could support much of the student’s evaluation. She 
pointed out to the student the facilitating role he had 
played by listening to and empathizing with the 
mother. Ile was encouraged to maintain his role 
while th@ social work and medical instructors took a 
more active part in helping the mother to work 
through her resistance to a referral for appropriate 
help. 

Interviews are also scheduled with students who 
have been selected to present information about 
their assigned families for discussion at the monthly 
case conference. It is the rare student who is not 
apprehensive about his ability to perform before his 
classmates and 


the interview the 


social work instructor assesses the degree of the 


instructors. In 
student’s anxiety. If this does not seem too great 
for him to handle, she asks him to deseribe his as- 
signed family to the class, focusing on a particular 
aspect of the family situation that emphasizes the 
concept chosen for discussion in that month’s con- 
ference. She also helps the student select and organ- 


ize the material, clarify areas about which he has 
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questions, and resolve any of his own feelings about 
the family which might impair his ability to make 
the conference a constructive learning experience for 
himself and for the class. 

Because it is not unusual for students to feel un- 
easy and guilty about revealing information they 
have secured about the family to the entire class, the 
social work instructor tries to help the student chosen 
to present a case to understand and accept the need 
for developing skill in the critical evaluation of so- 
cial as well as medical data. She tries to help him 
to see that objective evaluation of social history in- 
formation need not imply punitive or unfavorable 
criticism of a family. She guides the student in 
selecting the material to be presented so that he will 
feel secure in what he is saying about the family, and 
will be able to recognize the significance and appro- 
priateness of the material to his own and his class- 
mates’ learning. 


Evaluation 


The evaluation of each student’s progress is a 
continuous process interwoven with the functions 
just described and beginning with the staff’s first 
meeting with the students. Initially, in order to 
become better acquainted with the students and to 
establish some baseline of their knowledge in relation 
to this course, the staff secures information about 
their educational background and experience. Since 
most of the students are strangers to each other at 
the beginning of the semester, this is done in the 
small group at the clinic, to give the students an 
opportunity to know more about one another. Even 
at this early stage some of the more expansive stu- 
dents sometimes reveal attitudes and interests which 
may have a significant bearing on their probable 
progress or lack of it in the course or which may 
alert the faculty to certain learning needs. 

Some immediate impressions of the individual stu- 
dents at the first clinic session are gained by the man- 
ner in which they conduct themselves; by the way 
they relate to the instructors, the clinic staff, and the 
other students in the group; and by their response 
to their assigned families. The medical and social 
work instructors and the public health nurses pool 
these cursory impressions, recognizing that they will 
be modified and revised later as more knowledge of 
the students is gained from clinic contact and ob- 
from individual interviews. 


servation as well as 


This information is important in helping students 
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who have trouble establishing rapport with their 


families or who are blocked in their learning. 

The students’ medical school application and sub- 
sequent progress reports are available to the social 
work instructor for review. She keeps a detailed 
chronological record on each student which includes 
the data from the application records, her impres- 
sions of the students from her observations in clinic 
sessions, and information gathered through informal 
discussions, student interviews, and class pres- 
entations. 

The written reports which the students submit at 
the end of each semester are reviewed by the medical 
and social work instructors and the public health 
nurses assigned to the course. In these reviews they 
use an evaluatiog scale developed for this purpose. 
In addition, the medical and social work instructors 
prepare written comments on the reports, which are 
discussed with the students and given them for fu- 
ture use as they follow up their families. Each in- 
structor also gives a general overall evaluation of 
the report in terms of this particular orientation and 
makes suggestions as to specific areas needing 
further exploration. These student reports, along 
with the chronological records kept by the social 
work instructors, are used to assess the degree to 
which the student has been able to assimilate and 
use the material presented and discussed in the spe- 


cial well-baby clinics, and the extent to which the 





goals of the family medicine course are being 
reached. 

The two social work instructors who participate 
in the first year program of the family medicine 
course function in essentially the same manner, even 
though they serve in different well-baby clinics with 
different medical instructors and have been free to 
The 


medical faculty has given them support but has not 


create their roles in their own particular Ways. 


prescribed the methods and content of their work 
nor in any specific way charted its development. 
The fact that no marked differences have developed 
in the way these two social workers operate nor in 
the content of their work suggests that the medical 
and social work faculty are in agreement about the 
essential social work knowledge appropriate for 
teaching in this kind of medical educational program 
and about the most effective methods for transmitting 
It. 


‘The Commonwealth Fund, New York: Widening horizons in med- 
ical education; a study of the teaching of social and environmental 
factors in medicine. (A report of the joint committee of the American 
Association of Medical Colleges and the American Association of Med- 
ical Social Workers.) 1948. 

? Allen, Raymond B.: Medical education and the changing order. 
The Commonwealth Fund, New York, 1946. 

* Youmans, John B.: New approaches to education for the practice of 
medicine in modern medicine. Medical Social Work, October 1954. 

*Parmelee, Arthur H., Jr.; Liverman, Lonis: The elementary school in 
medical education. Journal of Medical Education, September 1958. 

*Parmelee, Arthur H , Jr.; Swengel, Ethel: Adams, John M.: The 
family in medical education. Pediatrics, October 1954. 





As the individual attributes of the child are observed and interpreted 
by both parent and physician, a balance between objectivity and sub- 
jectivity can be achieved. . . . Parents soon learn that certain types of 
responses or behavior may be average in this child, whereas in another 
child in another environment, such a deviation may be an expression of 


pathology. 


The infant respected for his individuality may find that this 


kind of environment requires him to respect others about him for their 
individuality. . . . The cultivation of an appropriate balance of objec- 
tivity to subjectivity in regard to others appears to be a process upon which 


emotional growth can evolve. 


This problem of interpersonal relationship appears to be one of our 
largest problems for the future. . . . We cannot rigidly impose traditional 
values, subjectively evolved beliefs and faiths, or political ideology upon 


others. 


The real values within each of these must be appropriately defined 


in the light of the individuality of the person or the social group we wish 


to aid. 


John A, Anderson, M.D., Professor of Pediatrics, University of Minnesota Med- 
ical School, to the 1960 White House Conference on Children and Youth. 
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BOOK NOTES 


THE HEALTHY CHILD; his physical, 


psychological, and social develop- 
ment. Harold C. Stuart and Dane 
G. Prugh, editors. Foreword by 
Martha M. Eliot. Harvard Univer- 
sity Press, Cambridge, Mass. 1960. 
DOT pp. $10. 


Children’s health status in relation 


to their maturity and growth is con- 


sidered from many points of view in 


this textbook for persons in various 


professions serving children. Its chap- 


ters have been contributed by repre- 
sentatives of a number of disciplines 

pediatrics, education, nutrition, social 
work, psychiatry, 


tive 


psychology, preven- 
They 


are presented in general subject group- 


medicine, and neurology. 
ings, such as principles of growth and 
fetal development and 
ehildbirth; nutrition; physical, psycho- 


development ; 


social, personality, social, and intellec- 
tual 
health 


development; and community 
promote healthy 


development. <All the discussions em- 


services to 


phasize the relation of and 
psychological aspects of child develop- 
ment to family life 
conditions. 

The 
and 


physical 


and other social 


text consists of an extension 


rearrangement of the materials 
used in large part by the authors in a 
series of institutes on child growth and 
development offered by the Harvard 
School of Public Health to workers in 
State public health programs. 


PARENT GUIDANCE IN THE NURS- 
ERY SCHOOL. Margarete Ruben in 
collaboration with others. 
by Anna Freud. 


Foreword 
International Uni- 


versities Press, New York. 1960. 72 
pp. $2. 
This book offers help for nursery 


school directors and teachers in guiding 


parents who are disturbed by 


behavior. A 


their 
children’s Sample or 
“model” discussion with each of a num- 
ber of mothers is reported, each on a 
specified problem, such as thumbsuck- 
ing, feeding, toilet 


sleep, and jealousy. 


training, timidity. 


Each discussion is 
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based on psychoanalytic educational 
principles. 

While illustrating techniques for par- 
ent counseling, the author notes some 
of their limitations and describes such 
counseling as an art that is perfected 
through “experience in human relations 
and everyday living, supported by an 
ever-increasing 


body of knowledge 


along psychological, educational, and 

cultural lines.” 

UNDERSTANDING JUVENILE DE- 
LINQUENCY. Lee R. Steiner. 
Chilton Co., Philadelphia. 1960. 


199 pp. $3.95. 

In this book the author presents a 
collection of case stories, based on her 
experience as a psychiatric social 
and girls brought 
before courts for various offenses, in- 


worker, of boys 
cluding larceny, drug addiction, prosti- 
tution, and homicide. 

The psychoanalytic approach to 
treating such children, the author main- 
tains, can with middle- 
class boys and girls who are verbally 
and not with the action- 
oriented youngsters of the lower income 


succeed only 
oriented, 


group—those who chiefly are brought 
She adds that the fact that 


therapists are at 


to court. 
most middle 
class is a handicap in work with delin- 
quents. She opposes laying the blame 
for a child’s 
especially as 


least 


actions on the. parents, 
that is likely to make 
child-parent relations even worse than 
they were before. 


FUNDAMENTALS OF CHILD PSY- 
CHIATRY. Stuart M. Finch. W. 
W. Norton Co., New York. 1960. 


$5.95 


334 pp. 


This textbook’s 15 chapters discuss 
such subjects as psychoneuroses, behav- 
ior disturbances, and chronic emotional 
states in relation to physiologic changes 
in children; the psychotic child; the 
handicapped child; history taking and 
examination; and parental psychopath- 
ology. 

The that 
child psychiatry, though a subspecialty 


author reminds readers 


of general psychiatry, is not merely 
adult psychiatry applied to children, 
and that certification in child psychia- 
try requires a year more of training 
than is required for certification in gen- 
eral psychiatry. The book is addressed 


to students in medicine—especially 


pediatrics—nursing, psychology, social 
work, and related fields. 

The author is associate professor of 
psychiatry and director of the Chil- 
dren’s Psychiatric Hospital, University 
of Michigan School of Medicine. 


GROWING UP IN NEWCASTLE 
UPON TYNE; a continuing study of 
health and illness in young children 
within their families. F. J. W. Mil- 
ler, S. D. M. Court, W. S. Walton, 
E. G. Knox. Published for the Nuf- 
field Foundation by the Oxford Uni- 
versity Press, New York. 1960. 369 
pp. $5.75 


Addressed chiefly to doctors in family 
practice, in preventive medicine, or in 
hospitals, who care for children in dif- 
ferent ways, this book reports a study 
of the illnesses in the first 5 years of 
life of more than 800 children in an 
English town, in relation to the quality 
of the care they received from their 
mothers and to other family circum- 
In the 5 years between 1947, 
when all the children were born, and 
1952, an average of 10 


stances. 


illnesses per 


child were recorded; minor illnesses 
were ignored. 
The most obvious and most im- 


portant feature of unsatisfactory family 
environment noted in relation to the 
children’s illnesses was a low standard 
of maternal care. 

A typical finding was that the in- 
cidence of bronchitis and 
was 10 times higher in the families of 
other unskilled 


pneumonia 


workers 
In that 
connection the authors note that in in- 
fancy at 


laborers and 
than in professional families. 
factors 


least, social 


whether a 


largely 


determine given infection 


will develop as a cold, bronchitis, or 
pneumonia. 

Summarizing their 5-year impressions 
of the children’s human environment in 
relation to their illnesses, the authors 
maintain that now, in view of the con- 
trollability of serious infection, the re- 
duction of primary poverty, and the 
improvement of standards of hygiene, 
nutrition, and education, the major need 
for child health is improved standards 
of family behavior. 
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HERE AND THERE 


International Conference 
on the Family 

The 
on the 
United States took place in New York, 
August 23-26, 1960. 
project of the 


first international conference 


family ever convened in the 
This was a joint 
International Union of 
Family Organizations and the National 
Relations. The 
held at Col- 


lege, Columbia University, with a regis- 


Council on Family 


meetings were Teachers 


tered attendance of 1,717, including 127 


from 31 foreign countries, 


officially 


delegates 


many of them representing 
Governments. 
United 


ing UNICEF, were also present. 


their Representatives 


from Nations agencies, includ- 

The conference theme was “Personal 
Maturity and Family Security.” In the 
keynote speech at the opening session 
Chief of the 
defined 


Katherine B. Ocettinger, 


Children’s Bureau, “personal 


maturity” as the ability to “recognize 
and accept our deep responsibility to 
life of 


be possible 


work toward the day when a 
freedom and security will 
for every child in every nation of the 
world.” In the closing address David 
R. Mace, president-elect of the National 
Council on Family Relations, dealt with 
some of the specific problems involved 
in the international under- 
standing, drawing especially 


U.S.S.R. 


quest for 
from his 
experiences in the this past 
summer. 

In each plenary session, each section 
meeting, and each discussion group the 
that in the 
days to come there can be no such thing 


conviction was expressed 
as security for families anywhere un- 
less the basic needs of families every- 
where are met through worldwide 
cooperation. 

As the discussions developed, it be- 
that and 


United States delegates approached the 


came apparent European 


question of family security differently. 


In Europe programs of research and 


service have concentrated on economic 
security for the family; in the United 
States the focus has 


been on family 


stability in the psychological sense; and 
these differences in approach were evi- 
dent throughout the both 


in the formal program and in informal 


conference, 
discussions among the conferees. 
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In a paper on economic aspects of 
family security, Pierre de Bie, president 
of the Belgian Conseil Superieur de la 
Famille, said: “Seeing that an interna- 
tional congress is a kind of crossroads, 
a place where viewpoints come face to 
face, and ideas are exchanged, I should 
like to propose an exchange to you now. 
It is this: that the Americans in the au- 
dience leave this meeting more conscious 
of the and = institutional 
mechanisms by which the economic sta 


bility 


measures 
and the financial security of 
families can be reinforced ; and that we 
Europeans return home more sensitive 
to the need for research into and knowl- 
edge of the conditions governing the 
equilibrium and psychological adapta 
tion of the members of the family.” 

In summarizing the conference Dr. 
Evelyn Duvall 
points of generai agreement: That fam- 


stressed the following 


ily patterns are changing all over the 
world ; that family security includes but 
is more than economic security; that 
both “security” 


and “maturity” are 


terms which will be more 


meaningful 
when they have been more carefully de- 
fined. Three major problems of con- 
cern to the conference were, according 
to Dr. Duvall, too early marriages, child 
rearing dilemmas, and confusions in 
value systems. 

From the discussion groups came 
such thought-provoking questions as: 
Isn’t insecurity conducive to creativity ? 
Is the equalitarian family really our 


goal or is flexibility in family roles a 


more mature concept? Is it not pos- 
sible that television used  inter- 
nationally could be one of the best 


means we have for bringing children 
of the world together? How do we un- 
learn judgmental attitudes? 

The conferees expressed a strong be 
lief in edueation for 


family living, 


especially and in 
premarital, 
marital, and general family counseling. 
Many of 


parent education, 


professional counseling 


them also went 


record for deeper and more penetrating 


firmly on 


studies of family life, several members 
pointing out that the very diversity of 
research findings could lead to the for- 
mulation of more meaningful basic 
concepts. 


It seemed to be generally assumed 
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educa- 
tion based on the findings of research 


the conference that 


throughout 


can help man learn how to live with 


others, beginning with his family. 
There was, also, considerable emphasis 
on the need for clarifying values in the 
non-Communist world so that these may 
become a more powerful dynamic in the 
working out of relations with Com- 
munist countries. 

Abstracts of all reports of research 
were available at the conference in 
mimeograph form as were some of the 
full 


availability of 


about the 
material 


papers. Information 


this may be 
obtained from the executive secretary 


of the National Council on Family Re- 


lations, Ruth H. Jewson, 1219 Uni- 
versity Avenue, SE, Minneapolis 14, 
Minn. The next international con- 


ference on the family will be held in 
Madrid in 1961. 
Muriel W. Brown 


International Congress 
on Nutrition 


Mothers and children were in the 
forefront of the discussion during many 
of the Fifth Inter- 
national Congress on Nutrition, which 
took place in Washington, D.C. 
tember 1-7. Childhood undernutrition 
and malnutrition are major causes of 


morbidity and mortality in many of the 


sessions of the 


Sep- 


60-odd countries that were represented 
by the more than 2,000 delegates to the 
first of these Congresses to be held in 
the Western Hemisphere. 

Maternal and child nutrition was the 
focus of a number of summary reports 
of original research in several scien- 
tific sessions as well as of a half-day 
panel 


presentation by representatives 


of seven countries in five continents. 
Scientific and panel sessions alike gave 
opportunity for members of the audi- 


ence or fellow panelists to question the 


speakers. The nutritional needs of 
mothers and children were dealt with 
also in several of the scientific and 


technical exhibits. 

Although differences of opinion on a 
number of subjects emerged in the 
panel discussion on maternal and child 
feeding. there was unanimity on the 
superiority of human milk for infants. 
Dr. C. 


cern over “an inverse relationship be- 


Gopalan of India expressed con- 


tween the position of the mother in the 
socio-economic scale and her lactation.” 


On the basis of observations in widely 


NOVEMBER-DECEMBER 1960 





separated tropical countries, Dr. D. B. 
that it 
was probably impossible to reverse the 


Jelliffe expressed the opinion 
trend to artificial feeding in areas that 
that 
there might be some hope in averting 


are already industrialized, but 


the abandonment of breast feeding in 
still underdevoloped areas by applica- 
tion of anthropological knowledge about 
cultural factors. 

Protein requirements of infants and 
received considerable 


young children 


attention. Papers from several coun- 
tries reported progress in the develop- 
ment of a protein supplement of high 
nutritive value from mixtures of indig- 
enous plant products. Some optimism 
Was expressed as to the prospects for 
overcoming the technical difficulties in 
the way of developing fish flour on a 
commercial scale for use as a protein 
supplement in certain countries. Sup- 
plementation of a predominantly cereal 
diet by synthetic amino acids was 
another possibility suggested. 
Throughout the Congress, delegates 
that improvements in 


the quantity and quality of the world’s 


were reminded 
food supply can confer the maximum 
benefits only on a population that does 
not exceed the productive capacity of 
the planet. 

The proceedings of the Congress, in- 
cluding the final papers, are scheduled 
for publication as a supplement to the 
1960 issue of 


Proceedings. 


December Federation 
The Sixth Congress is to 
be held in Edinburgh in 1963. 


—Marjorie M. Heseltine 


Conference on 
Juvenile Delinquency 

Juvenile delinquency, prevention of 
crime resulting from economic and so- 
cial changes in less developed countries, 
short term imprisonment, treatment of 
prisoners before and after release, and 
the integration of prison labor in a na- 
tional economy were subjects discussed 
at the Second United Nations Congress 
on the Prevention of Crime and the 
Treatment of Offenders, held in London 
August 8-20, 1960. The Congress was 
attended by representatives of govern- 
ments, specialized agencies, intergov- 
ernmental and nongovernmental organi- 
zations, and individual participants pro- 
fessionally interested in the subjects to 
be discussed, such as criminologists, 
prison officials, law enforcement officers, 
and 


social workers. Attendance came 
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to 1,000 persons from 87 countries. 

The two items on the agenda of the 
section on juvenile delinquency, were 
“New forms of juvenile delinquency: 
their origin, prevention and treatment” 
and “Special police services for the pre- 
vention of juvenile delinquency.” 

In regard to the first item the Con- 
gress concluded in brief that: 

1. The meaning of the term juvenile 
delinquency should be restricted to vio- 
lations of the criminal law and should 
not include offenses for which adults 
would not be prosecuted. 

2. The questions of whether certain 
forms of delinquency are increasing and 
if so why, should be the object of study 
by the United Nations with the coopera- 
tion of specialized agencies and non- 
governmental organizations. 

3. Diversified methods of prevention 
and treatment are required, including 
preparation of young people for release 
from institutions and postinstitutional 
assistance. 

4. Study of “new” forms of juvenile 
delinquency should continue, and more 
intensive application should be made of 
experimental and conventional forms of 
prevention and treatment, including: 
(a) efforts by official agencies and com- 
mittee groups to direct the energies of 
the young into constructive leisure time 
activities; (b) intensive studies of the 
social history of young offenders; (c) 
invigorated both of 
increase the 


education adults 


and juveniles to under- 
standing and sympathy between them; 
(d) reasonable steps to reduce the ef- 
fects of the “abuse of mass media” with 
sensational material and to stimulate 
the production of constructive films and 
literature. 

In regard to police services the Con- 
gress concluded, in brief, that: 

1. The police should not assume spe- 
cialized functions that are appropri- 
ately within the field of social, educa- 
tional, and other services. 

2. The preventive action undertaken 
by the police should remain subordi- 
nate to the observance of human rights. 
International 
Organization, 
cial Police Departments for the Preven- 


3. The 
Criminal 


report of the 
Police “Spe- 
tion of Juvenile Delinquency,” repre- 
sents a sound basis for the organization 
of such departments. 

The Congress expressed “certain res- 
ervations” in regard to the finger print- 
ing of juveniles or to a police estab- 
lished 


system of awards or demerits. 


It stressed the importance of coopera- 


tion between the police, specialized 
agencies, and the general public in 


efforts toward delinquency prevention. 
—Philip G. Green 


Federal Legislation 


Under the 1960 amendments to the 
Social Security Act, passed by the 86th 
Congress before adjournment in Sep- 
tember, the Children’s Bureau is for the 
first 
directly to universities or agencies for 


time empowered to make grants 
research or demonstration projects in 
the field of child welfare. The authori- 
zation is included in a special section 
of title V 
rate appropriation, for which no ceiling 
The 


grants can be made to public or non- 


, Which also authorizes a sepa- 
is set, to be made for such grants. 


profit institutions of higher learning or 


public or other nonprofit agencies or 


organizations engaged in research or 
child welfare activities. 

The amendments also authorized the 
Bureau to make grants for special proj- 
ects in maternal and child health and 
crippled children’s services up to 12% 
percent of the amounts appropriated for 
these programs, not only to the States, 
as is currently being done, but also di- 
rectly to institutions of higher learning. 

The amendments raised to $25 million 
each the amounts that can be appropri- 
ated for all three of the programs ad- 
ministered by the Children’s 
under the act. For crippled children’s 
is $5 million 
previous authorizations; for maternal 
and child health services it is $3,500,000 


Sureau 


services this above the 


child welfare services, $8 


million above. 


above: for 


Appropriations made by the Congress 
for the year 1960-61 were $20 million 
for crippled children’s services; $18, 
167,000 for maternal and child health; 
$13,666,000 for child welfare services. 
No appropriation was made for grants 
for research or demonstration projects 
in the field of child welfare. 


Child Welfare 


According to a recent decision of the 
North Dakota Supreme Court, its State 


court has jurisdiction to terminate 


parental rights of an Indian couple 


over their minor children, upon proper 
cause, When neither parent is living on 
an Indian reservation even though each 
is enrolled as an Indian at a reserva- 
The noted that the acts 


tion. court 
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School Desegregation 


Sixteen school districts in seven 
States have begun school desegregation 
this fall, according to an announcement 


made by the Secretary of Health, Edu- 


cation, and Welfare, Arthur 8S. Flem- 
ming, late in September. The Secre- 
tary pointed out that figures made 


available to him by the Southern Edu 
eation Reporting Service indicate that 
325 more Negro students have been ad- 
mitted to formerly all-white schools in 
North 

Virginia, 


Arkansas, Delaware, 
Oklahoma, 


Texas 


Carolina, 
Tennessee, and 
including the city of Houston, 
which has had the largest segregated 
school system in the Nation. In addi- 


tion about 100 Negro pupils are ex- 
pected to be admitted to the first grade 
of New 


Secretary 


Orleans all-white schools. 
that al 


though this progress is encouraging, “it 


Flemming urged 


does not constitute any basis for com- 


placency.” He pointed out that 21 pub- 
lic schools in Prince Edward County, 
Va., padlocked by county officials a year 
ago to avoid compliance with a Federal- 
court desegregation order, 
About 
this county 


remain pad- 
locked. 1,500 white children in 
receive education through 
private schools provided by a special 
1,700 


Negro children about 300 attend schools 


foundation. Of the school-age 


outside the county; for the rest the 
only educational facilities available are 
16 “training centers” set up by some 


Negro groups. Calling these training 
centers a “praiseworthy effort,” the Sec- 
retary said that “no one would contend 
that they are an adequate substitute 
for a normal educational program.” 
In other parts of Virginia, 11 school 
districts have 


begun desegregation, 5 


of them this fall. 





cited as grounds for the suit for termi- 
nation, which was filed in the District 
Court of Burleigh County, took place 
not within the boundaries of an Indian 
within the territorial 
jurisdiction of the district court. 


reservation but 


The court said: “We find no attempt 
on the part of Congress to deny recog- 
nition of the rule that State courts are 
open to all persons irrespective of race, 
color, or citizenship as applied to civil 
Indians not re 


actions by or against 


siding on a reservation.” 


Development of psychiatric centers 
for “psychiatrically deviant children’’- 

whether neurotic, psychotic, mentally 
deficient, or exhibiting character prob- 
lems—is being recommended by the 
Group for the Advancement of Psychia- 
try. The centers would offer diversified 
programs including inpatient, day hos- 
pital, Such 
would 
children the 


therapeutic skills each needs, regardless 


and outpatient services. 


centers, the Group maintains, 


make available to the 
of the category in which he is classified. 
The center’s first responsibility would 
be to provide comprehensive differential 
diagnosis. Then would follow develop- 
ment of a treatment plan based on the 
concept that the patient is first a child 
and secondarily a person with an 
abnormality. 


Flexibility in age limits for treatment 
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facilities is also recommended by the 
Group, which points out that the differ- 
ences childhood and 
cence, and adolescence and adulthood, 


between adoles- 
are often indistinct. 

The recommendations are embodied 
in a report, “Basie Considerations in 
Mental Retardation—a preliminary re- 
port, formulated by the committee on 
mental retardation,” available from the 
Group for the Advancement of Psychia- 
try, 104 East 25th Street, New York 10: 
40 cents a copy. 


One out of every 150 children under 
18 in the Washington 


1958 


Metropolitan 


area in was from 


home under the supervision of a social 


living away 
agency, according to a report recently 
published by the Health and Welfare 
Council of the National Capital Area. 


The report, “Children Away from 
Home, Part I, a Staff Report,’’ was 
prepared by Edward B. Olds. It pre- 


sents the results of a census of children 
who were not living with their natural 
or adoptive parents or other relatives 
and who were in the care of 42 of the 
44 child 


area and estimates of the numbers of 


caring agencies serving the 


children in the care of the two non- 
reporting agencies. 
Of the 4,509 children away from 


home in the care of the 42 reporting 
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2,791 


neglected, 962 


agencies, 


were dependent and 
delinquent, 546 
were mentally retarded, and 210 were 
emotionally disturbed. Fifty-eight 
percent of the living away 
from home were nonwhite as compared 
with 27 


were 


children 


nonwhite children 
in the total child population. The data 
on terminations of care showed a con- 


percent of 


rate for 
white (78 percent) than nonwhite (21 


siderably higher termination 


percent). 


Children on ADC 


Less than 4 percent of the children 
under 18 in the United States were re- 
ceiving public assistance through the 
Federal-State aid to dependent children 
program in December 1958, according 
to a report of a biennial survey of facts 
about families in the program recently 
issued by the Bureau of Public Assist- 
ance, Department of Health, Education, 
and Welfare. Among the facts about 
the 745,000 families, including 2,142,000 
children, who were receiving such aid 
at that time the Bureau reports that: 

e Six of families 


every 10 were 


white; 4, nonwhite. 

e The children’s median age was 8.4 
years; 77 percent were under 13. 

e Most of the children had been on 
the ADC rolls for a 


median was 2.1 vears. 


short time; the 


e Ten percent of the fathers were 
dead ; 26 percent incapacitated. Among 


the other fathers, 5 percent were im- 
prisoned; 13 percent were divorced or 
legally separated from the mothers; 8 
percent were separated without a court 
had 


married to the 


decree; 19 percent deserted; 16 


percent were not 
mothers. 

e The families’ average monthly in- 
come from all sources amounted to only 
21 percent of the national per capita 
monthly income. In many States ADC 
payments were inadequate to meet the 
State’s own standard for the families’ 
financial requirements. Forty-eight per- 
cent of all the families in the program 
did not receive enough income to meet 
their needs; the average monthly short- 
age was nearly $39. 

e Fifty-five percent of the families 


had no income other than payments 


The 


various 


under public assistance programs. 


others received income from 


sources, averaging $24 a month: in 153 
percent, cash earnings of the mother; in 


12 percent, money contributions from 
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absent fathers; in 6 percent, social in- 
surance benefits. 

¢ Families with the mother employed 
included 87,000 children under 6 years 
165,000 with children 6-12 
Arrangements for care in the 


of age and 
years. 

home or elsewhere while the mothers 
working outside the home had 
been made for 89 percent of the children 
under 6 years and 


those 6-12. 


were 


for 78 percent of 


Radiological Health 


March the Public Health 
Service has increased from 10 to 59 the 


Since last 


number of sampling stations for meas- 
uring radioactivity in milk. Coverage 
is now almost nationwide, with at least 
each of 47 
Columbia, and 


station in 
District of 


one sampling 
States, the 
Puerto Rico. 

Data from the sampling stations pub- 
lished by the Service in July showed 
that the measurements of 
milk, in 
liter, 
1959 


average 
strontium-90 in micromicro- 
during the 
through 


curies per period 
January 1960, 
from 3.4 for Overton, Nev., to 
Louis, Mo. 
ages, the Service points out, are well 
below the level of 


Febrary 
ranged 

22.4 for Saint These aver- 
53 micromicrocuries 
per liter or kilogram for water and for 
milk and other foods, recommended as 
a guideline by the National Committee 
on Radiation Protection and the Inter- 
national Commission on Radiation Pro- 
That 
as a radioactivity concentration guide 
by the Department of Health, Educa- 
tion, and Welfare pending completion 


tection. level has been adopted 


of studies by the Federal Radiation 
Council, an advisory body established 


last year by President Eisenhower. 


A serious deficit exists in the number 


of experts trained to with the 


public health and safety problems ac- 


cope 


companying the rapidly expanding use 
of radiation of various kinds through- 
out the Nation, according to estimates 
Public Health 
For example, only 10 medical radiation 


made by the Service, 


physicists are being trained each year, 


though the estimated need in major 


hospitals and health agencies is for an 
increase of 100. 

By 1970, according to the estimates, 
at least 4,000 


additional physicians, 


engineers, and physicists, with exten- 


sive training in radiological health and 
protection will be 


measures, needed : 
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and to reach that number, the Nation’s 
colleges and universities should be ad- 
mitting annually at 600 candi- 
dates for training. Currently 
only about 200 are receiving it. 


least 
such 


These estimates were presented at a 
3-day symposium on the subject of per- 
sonnel this field called to- 
gether by the Public Health Service in 
Princeton, N.J., last August. -artici- 
pants representing the faculties of a 
number of colleges and universities ex- 


needs in 


pressed recognition of the urgency of 
the need and a willingness to work to 
meet it. 


The Public Health Service itself has 


been conducting a_ series of short 
courses in radiological health during 
the past 10 years. . Last year (1959- 


60) 386 persons from public agencies 
private industry took 
About 600 expected to 
take the courses this year and about 
1,000 next year. 


and these 


courses, are 


Financing Services 


The Rockefeller Foundation has ap 
pointed an ad hoe committee of civic 
leaders, with a study director and a 
professional advisory staff, to make a 
year’s exploratory study of the volun- 
tary support of local, regional, and na- 
tional health and welfare agencies, 


The committee will look into such 
questions as: 
* Are there criteria by which the 


public can evaluate the programs and 
operating methods of such agencies? 

* What is the private 
agencies of expanding governmental ac- 
tivities in health and welfare? 


impact on 


® Are research and professional ed- 
ucation being adequately supported by 
voluntary agencies? 

* Are there principles and methods 
of community planning that encourage 
cooperative efforts among private and 
governmental agencies? 

* Is there a solution to the disagree- 
committed to 
federated fund-raising and those which 
raise funds independently? 


ment between agencies 


Hospitals will be excluded from the 
scope of the study as having unique 
problems which have already been the 
subject of many special studies. 

If at the end of the year’s work the 
committee recommends further compre- 
hensive study, it will make detailed pro- 
posals for examination of special prob- 
and will whether the 


lems suggest 


larger study should be conducted by the 
committee itself or by a new group. 
According to the Foundation, philan- 
thropic giving for health and welfare 
research, and education has 
nearly doubled within the past decade, 
reaching $7.8 billion in 1959, while the 
governmental share of health and wel- 
fare financing 
rapidly. 


services, 


has grown even more 


Against Polio 


On the basis of recommendations by 
the Public Health 
committee on vaccine, 
the Surgeon General on August 24, 1960, 
announced that the Sabin live virus 
vaccine is now considered suitable for 
use in the United States. The safety 
and effectiveness of the vaccine, which 
field trials 
and on a smaller scale in this country, 
have been under study by the committee 
for the past year. (See CHILDREN, 


Service’s advisory 


live-poliovirus 


has had extensive abroad 


September—October 1959, p. 194, and 
November—December 1959, p. 236.) 
The vaccine, which can be taken 


orally, was developed by Dr. Albert B. 
Sabin at the University of Cincinnati. 
Recommendations which will form the 
basis for the manufacturing regulations 
have been drawn up by the advisory 
committee and will legal status 
after they are published in the Federal 
Register. 


have 


The Public Health 
announced formation of a Surgeon Gen- 


Service recently 


eral’s Committee on Poliomyelitis Con- 
trol, to be made up of representatives 
of the medical and health professions 
and the general public. The Children’s 
Bureau is among the 23 agencies and or- 
ganizations which have been asked to 
designate members to serve on the 
committee. 

The group will meet in midwinter to 
consider the questions in relation to the 
administration of the live virus vaccine, 
such as how the use of the new vaccine 
can be integrated with the use of the 
Salk killed 
vaccine, and whether or not the admin- 
istration of the live virus vaccine would 


presently available virus 


be more appropriate on a 
than an individual basis. 


community 


White House Conference 

At a meeting in Washington on Sep- 
tember 19, the President’s National 
Committee for the 1960 White House 
Conference on Children and Youth voted 
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funds of the 
National Com- 


to transfer the residual 


Conference to the new 
mittee for Children and Youth, which 
has been set up to stimulate implemen- 
tation of the Conference recommenda- 
tions and widespread use of its ma- 
(See CHILDREN, September 
October 1960, p. 196.) Officers of the 


new committee, elected in 


terials. 


September, 
are: Chairman; Mrs. Thomas Herlihy, 


Jr.. Delaware State Labor Commis- 


sion: vice chairmen, Luther H. Foster, 
Institute, and 


Tuskegee Katherine B. 


QOettinger, Children’s Bureau; secre- 
tary, Sylvia Carothers, Florida Chil- 


dren's Commission; treasurer, Lyle W. 
Ashby, National Education Association. 
Mrs. Isabella J. 


ciate director of the White House Con- 


Jones, who was asso- 


ference, has been appointed director of 
the new committee. 
On October 10 the executive commit- 


tee of the President’s National Com- 
mittee as its final action presented a 
specially bound copy of the Conference 
proceedings, just off the press, to the 
President of the United States. 

The 429-page book has four parts and 
an appendix. Included are sections on 
organization of the 


Conference, the program and exhibits, 


the history and 


highlights from the Conference sessions, 
and the composite report of the forum 


recommendations which has 


already 
been published separately. In the sec 
tion on the Conference sessions are the 


full texts of some major addresses, in- 


cluding those of President Eisenhower 
and of Arthur S. Flemming, Secretary 
of Health, Education, and Welfare, and 
abstracts of all speeches from the 
forums and theme assemblies. 

The proceedings are available from 
the National Committee for Children 
and Youth, Room 411 Association Build- 


ing, 1145 19th Street, Washington 6, 
D.C, (Price $2.60 including cost of 


mailing. ) 

A volume of selected papers from the 
Conference is soon to be published by 
Columbia University Press. 


Miscellaneous 

“International Society for the Reha- 
bilitation of the Disabled” is the new 
name of the former International So 
ciety for the Welfare of Cripples. The 
name was changed at the Fighth World 
Congress of the society, which was held 
in New 
1960, 


York, August 29-September 2 


with some 3,000 delegates from 


79 nations attending. 

Representatives of parent 
tives in 10 States, two Canadian Prov- 
District of 
national 


coopera- 


and the 
formed a 


inces, Columbia 
association, the 
Parent 
York City, 
Parent 


American Council of Coopera- 
tives, at a meeting in New 
August 22-23, 1960. coopera 
tives include kinder- 


nursery schools, 


gartens, and other educational arrange- 
ments for pre-school children and their 


parents, operated by parents. The par- 





ents work with trained teachers who 
are in charge of the children. Many 
programs of this type are being carried 
on across the country. Among the old- 
est are those in Seattle, Wash.; Balti- 
Md. ; Calif.; and 
Montgomery County, Md. 

Mrs. Roy Harkins, of Birmingham, 
Mich., is president of the new organi- 
zation. 


more, Long Beach, 


A new national citizens’ organization, 
the National Family Life Foundation, 
New York 
to work toward unifying the many ef- 
forts now being made to preserve and 
family life in the United 
The group is planned as a cen- 


was recently organized in 


strengthen 
States. 
tval resource agency, carrying out and 
family life, 
identifying needs not being fulfilled by 
existing programs in the field, recom- 
mending 


promoting research on 


and sponsoring programs 
aimed at fulfilling those needs, acting 
as a clearing house for research results 
and other information, stimulating. 
educational programs, and bringing to- 
gether 


existing organizations in con- 


ferences. The foundation's president is 
Philip Mather of 


ters, 225 West 57th Street, New 


soston; its headquar- 
York 
19; its executive secretary, Conrad Van 
director of the 
Health 
The foundation is seeking support from 


Hyning, who is also 


American Social Association. 


philanthropic foundations, industry, 


and individuals. 





Guides and Reports 


AN INTERDISCIPLINARY 
PROACH TO ACCIDENT 
TERNS IN CHILDREN. 
Marcus and others. 


AP- 
PAT- 
Irwin M. 
Monographs of 
the Society for Research in Child De- 
velopment, Vol. 25, Serial No. 76, No. 
2. Child Development Publications, 
Purdue Ind. 
1960. 


University, 


$2. ) 


Lafayette, 
79 pp. 

Compares children who have had sev- 
eral accidents with enuretic children 
and with a control group in regard to 
psychological, physical, and intrafamily 
behavioral 


factors and to responses ; 


finding many similarities between the 
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accident-prone and the enuretic 


children. 


EMOTIONAL ASPECTS OF SCHOOL 
DESEGREGATION; a report by psy- 
chiatrists. Group for the Advance- 

ment of Psychiatry, 104 25th 

Street, New York 10. 48 pp. 

50 cents. quantity 


East 

1960. 

Discounts on 
orders. 

A condensed and less technical ver- 
sion—including 
1957 report, 
School 


new material—of a 


“Psychiatric Aspects of 
CHIL- 


DREN, January—February 1958, p. 37), 


Desegregation” (see 


CHILDREN e 


this report examines the psychological 


effects of school segregation on chil- 
dren, parents, and teachers, as well as 
and 


discusses the origins of prejudice and 


on the country and community; 
possible ways of changing negative atti- 


tudes toward desegregation. 


CHILD WELFARE LEAGUE OF 
AMERICA STANDARDS FOR 
SERVICES TO UNMARRIED PAR- 
ENTS. The League, 345 East 46th 
Street, New York 17. 1960. 74 pp. 


$1.50. 


Presents standards for a number of 
types of professional services for un- 
married parents—social casework and 
groupwork, medical and hospital, adop- 
tion, and and health 


other welfare 


services. 
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AID TO DEPENDENT CHILDREN IN 


IN early October the Commissioner 
of Social Security notified the Depart- 
ment of Public Welfare in Louisiana 
of a hearing to be held later in the 
fall to determine whether the State’s 
program of aid to dependent children 
is in conformity with the requirements 
of the Social Security Act and so ac- 
ceptable for continued Federal support. 
Under the variable formulas for State 
reimbursement, Louisiana has been re- 
ceiving 75 percent Federal reimburse- 
ment for money expended on _ the 
program. 

The notification followed the revision 
of the “suitable home” provision in the 
State's new 
State legislation—which resulted in 
about 22,500 children and 6,000 mothers 
being dropped from the rolls in mid- 
July. 


plan to conform with 


The new State law, passed in June, 
prohibits payments under the aid-to- 
dependent-children program to families 
in which the home is unsuitable for a 
child and defines this as a home in 
which a man and woman are living as 
husband and wife without being legally 
married. It also requires assistance to 
be discontinued if the mother has had 
an illegitimate child after she has re- 
ceived an assistance check—no matter 
until the par- 
ish (county) welfare board finds that 
she has ceased illicit relations and is 
now maintaining a suitable home. 


how long ago that was 


The same legislature in another act 
made it a criminal offense to enter into 
a common-law marriage or to produce 
two or more children out of wedlock. 


ABOUT 90 percent of the 22,500 chil- 
dren were dropped from the rolls be- 
cause the mothers had given birth to 
an illegitimate child after receipt of 
assistance. In all dropped cases assist- 
ance was denied to all children in the 
School children in 
these families are not 


case. many of 
receiving free 
school lunches. 

Under the State law, to have assist- 
ance reinstated the mother must re- 
apply and have a determination of suit- 
ability made by the parish welfare 
The agency has ruled that place- 
ment of the children in suitable homes 
of other relatives will not make a child 


board. 
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eligible for aid to dependent children. 

About 540 cases had been reinstated 
by September 14, and about one-half of 
the cases would be reinstated by No- 
vember, according to the State welfare 
agency. 

Early in September the director of 
the Bureau of Public Assistance asked 
the Louisiana Department of Welfare 
for a report on its actions in regard to 
these children, pointing out that “to 
deny assistance... to children 
have already 
needy without 


who 
been determined to be 

making provision for 
their maintenance and care seems to 
run counter to the type of responsibil- 
ity placed in State welfare departments 
for the protection of children.” The 
State agency was asked to describe the 
steps being taken to protect “the large 
numbers of children purportedly living 
under conditions so unsuitable that the 
State feels impelled to withdraw from 
them sufficient aid to provide the neces- 
sities of everyday living.’ ‘The letter 
also asked for assurances on a number 
of specific issues having a bearing on 
conformity with Social Security Act 
requirements. 


THE Commissioner’s notification of 
the impending hearing pointed out that 
the State’s reply to the communication 
from the Bureau of Public Assistance 
had left many serious questions unre- 
solved. Four which it specified were, 
in brief: (1) whether the State is in 
conformity with Federal requirements 
in automatically dropping one-fourth of 
the ADC cases from the rolls, even 
though more than one-half are expected 
to be eligible upon reapplication; (2) 
whether the State plan provides an op- 
portunity for a fair hearing to families 
dropped from the rolls; (3) whether 
recipients have been dropped from the 
rolls without proper determination of 
their ineligibility, eurrent 
facts: (4) whether the State require- 
ments which resulted in these termina- 


based on 


tions were designed to deprive needy 
children of aid “solely because of the 
conduct of a caretaker relative which 
the State has found to be offensive, but 
not necessarily of adverse effect to the 
children.” 

In the meantime some local and na- 


LOUISIANA 


tional groups were making efforts to 
meet the emergent needs in families left 
destitute by the withdrawal of aid. In 
New Orleans, where 5,300 of the chil- 
dren lived, the city made $4,000 avail- 
able for emergency assistance. The lo- 
cal Urban League led a drive to secure 
voluntary funds, largely 
churches, for emergency aid. 


through 
A state- 
ment issued by the League in late Sep- 
tember reported that its offices were 
beleaguered by hungry women and chil- 
dren seeking money for food, medical 
supplies, and rent, and that many of 
them had been evicted from their homes. 


THE National Urban League, in ini- 
tiating a nationwide drive for funds, 
pointed out that in Louisiana areas out- 
side New Orleans “there were prac- 
tically no rescue facilities because of 
total lack of organizational structure 
that might aid Negroes.” About 95 per- 
cent of the children dropped from the 
rolls are reported to be Negroes. 

Indications that the situation was 
also receiving international attention 
came when $400 worth of free baby 
food labeled “Bundles from Britain” 
was sent to Louisiana by a group of 
city councilwomen in 
England. 

In communications sent to the Sec- 
retary of Health, Education, and Wel- 
fare late in September, the Committee 
on Social Policy of the National Social 
Welfare Assembly and many of the As- 
sembly’s 


Neweastle, 


member agencies urged the 
Federal Department to adhere to the 
general policy that a home is suitable 
for receipt of assistance until a court 
decision has removed the children. 

In 24 States the ADC programs carry 
some reference to the responsibility of 
the agency to see that children are in 
suitable homes, according to a report 
recently issued by the Bureau of Pub- 
lic Assistance, “Illegitimacy and its 
Impact on the Aid to Dependent Chil- 
dren Program.” In 18 of these the 
State continues until the 
home meets the test of suitability or 
until arrangements 
made for the children. In six, the 
State deny assistance without 
assurance that an arrangement for the 
child’s upbringing is worked out. 


assistance 


other have been 


plans 
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IN THE JOURNALS 


Support of Orphans 


An estimated 86 of United 


whose fathers die are 


percent 
States children 
awarded benefits each year under the 
old-age, survivors, and disability insur- 
ance provisions of the Social Security 
Act, according to a report in the Social 
Security Bulletin for September 1960. 
(“Money Income Sources of Young 
Survivors, December 1959,” by Mollie 
Orshansky.) At the end of 1959 about 


12 percent of such paternal orphans 


were receiving benefits under more 
than one public income maintenance 
program, usually both OASDI and 
veterans’ compensotion or pension 


payments. 

Public assistance, in the form of aid 
to dependent children, provided income 
in 1959 for 225,000 children whose fath- 
ers were dead, the article states—about 
11 percent of the total. An estimated 
95,000 of these—about 40 percent—were 
also beneficiaries of social insurance or 
related programs. 

Of the 740,000 widowed mothers who 
in 1959 had children under 18 in their 
395,000 support 
from social insurance and related pro- 
grams and 75,000 from federally aided 


care, were receiving 


‘ 


public assistance; 30,000 received pay- 
ments from both sources. 

More than half of all the widowed 
mothers had employment during 1959, 
but 40 percent of those who worked also 
received payments from some type of 
public program. Among divorced or 
separated mothers with children under 
6, the proportion 
third again as high as among widows 


working was one- 


with children in the same age group. 


Management of Epilepsy 


A child who has had one epileptic 
seizure, especially a teenager, is likely 
to suffer greatly from fear of having a 
second one and should be treated im- 
effort 


currence and to relieve emotional dis- 


mediately in an to prevent re- 


turbance in him and in his parents, 
M.D., in the 
Journal of the American Medical Asso- 


ciation for September 10, 1960. (‘‘Man- 


Samuel Livingston, 


says 
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agement of the Child With One Epi- 
leptic Seizure.” ) 

disturbances in 
their 
times a greater problem than the sei- 


Emotional 
children and 


epileptic 
parents are some- 


zures, says the author, who is director 
of the epilepsy clinic at Johns Hopkins 
Hospital. He that much harm 
may be both child and 
parents if no attempt is made to pre- 


adds 
incurred by 


vent the recurrence of an unquestion- 
able that 
classified as 


epileptic seizure. Noting 


some seizures are not 
epileptic, he points out that his recom- 
mendation for immediate and _ pro- 
longed treatment depends on the diag- 
nosis of the individual child. 

The author considerable 
reduction of recurrences of seizures in 


reports a 


patients at his clinie since the program 
of administering prolonged anticonvul- 
sant therapy to children who have had 
one seizure was introduced 9 years ago. 


Circular Residences 


In Hospitals, journal of the American 
Hospital Association, for September 1, 
1960, a nurse and an architect join in 
proposing an experimental plan for a 
residence unit for emotionally disturbed 
children, constructed in the form of a 
circle, “traditionally a 
warmth, and protection.” 
(“Living in a Circle; a proposal for a 
disturbed children,” by 
Gladys M. Hillsman and Paul D. Sprei- 
regen. ) 


symbol of 


closeness, 
residence for 


The unit described is planned 
as an annex to an already established 
children’s hospital. A separate school 
unit, also circular, is included in the 
plan. The authors explain that going to 
school outside the residence unit would 
lessen children’s feeling of 
hemmed in. 

When the child first approaches the 
residence with his parents, the authors 
maintain, a circular unit, instead of re- 
minding him of a school, a hospital,. or 


being 


a courthouse, where he may have been 
unhappy, is likely to remind him of a 
tent, perhaps a circus tent. Later, when 
his bedroom is one of a number ar- 
ranged around a central office, he can 


be observed by the staff without loss of 
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privacy ; also, he will feel less deserted 


by adults if he can lean over in bed 
and see that a staff member is near, 


but, the authors add, “not too near.” 


The Emotionally Disturbed 


fact that improve- 
ment of emotionally disturbed children 


Pointing to the 


depends largely on improvement in fam- 
ily relationships, Joseph J. Reidy, M.D., 
in the Southern Medical Journal for 
September 1960, notes types of interac- 


tion between child and parents at var- 


ious stages of childhood which may 
cause disturbance in the child. (‘The 
Emotionally Disturbed Child;  prob- 


lems within the family.’’) 
In the and treatment of 
such children, the author, a child psy- 


diagnosis 


chiatrist, urges that more emphasis be 
placed on knowing about the family unit 
and on that 
normal and abnormal behavior in adults 
do not apply to the child, whose person- 
ality is developing. 


recognizing concepts of 


Furthermore, he urges that no child 
be removed from his own home until 
all resources and skills have been used 
to mend the family, or unless the child 
shows a specific need requiring place- 
ment out of the home, such as a need 
for experience in corrective group liv- 
ing, for gaining better relations with 
authority figures, or for gaining mas- 
tery over his impulses. 


Adoption Practices 


Misunderstandings concerning agency 
adoption and 
and guidelines for adoption practice. 
are discussed by Ross T. Wilbur in 
Towa Public Welfare in Action, Sum- 
mer 1960. 

Among widely believed “myths” dis- 
cussed by the author are: that many 
children in 


procedures, principles 


institutions are available 
for adoption; that agencies’ screening 
of applicants for a child is arbitrary; 
and that the interests of the medical, 
law, and social work professions con- 
flict in the adoption field. Some of the 
myths, he suggests, are encouraged by 
inadequate explanations by the agen- 
cies concerning their practices. 

The author sets forth guidelines for 
adoption practices based on protecting 
the rights of the child, of the natural 
parents, and of the adoptive parents, 
and he adds that there is little doubt 
that the public at large subscribes 
wholeheartedly to practices based on 
those principles. 
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READERS EXCHANGE 


GOLDBERG: Lawyers and Social 
W orkers 


Harriet L. Goldberg’s presentation of 
the community of interests and needs of 
social workers and lawyers is a helpful 
consideration of a longstanding problem 
in relationships, and her treatment of 
some particularly vexing problems in 
the adjudication process should be of 
value to lawyers and social workers 
alike. [“Social Work and Law,” by 
Harriet L. Goldberg, CHILDREN, Sep- 
tember—October 1960.] It is indeed en- 
couraging to read her documentation of 
a dozen or more movements toward in- 
creased collaboration and mutual re- 
spect between these two professions. 

It could have been emphasized, how- 
ever, that the largest area of misunder- 
standing, if not actually antagonism, 
concerns the respective roles of lawyer 
and social worker in the adjudication 
process. While the social worker is not 
alone responsible for this misunder- 
standing he can at least contribute 
responsibly to a resolution of it by 
gaining an understanding and apprecia- 
tion of the nature and function of the 
legal process. If he is to play a part in 
this process, he would do well to gain a 
degree of understanding sufficient to 
clarify and identify his own special role. 
The deeper his understanding and ap- 
preciation, the sharper and clearer his 
role, the more rapidly will there be 
achieved a resolution of the misunder- 
standings and conflict. 

The social worker can take some com- 
fort, however, in the fact that he is not 
alone with this problem. He has nota- 
ble companions in the physician and the 
psychiatrist. An attorney might wel- 
come all three on many occasions, but 
he generally is apt to consider them a 
problem in the courtroom. He would, 
on the other hand, certainly welcome 
a social worker who appreciated the 
hard-won elements of due process and 
who contributed to the adjudication 
process within the framework of the 
law’s methods and objectives. 

Miss Goldberg has done such a nice 
job in setting forth the meaning of a 
“fair hearing’ and in considering the 
complexities of the “social study,” I 
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trust she will find it possible to prepare 
a series of articles which detail other 
parts of the legal process as a further 
contribution toward enhancing the so- 
cial worker’s understanding. 
C. Wilson Anderson 
Commissioner, Office for Children 
and Youth, Pennsylvania Depart- 
ment of Public Welfare, Harris- 
burg. 


BRADWAY: Perceptible Improvements 


In his article in the September 
October issue of CHILDREN John 8. 
Bradway brings us face to face with 
the many facets of the problems in- 
volved in family law. [‘‘A Suggestion 
for Improving Family Law,” by John 8. 
Broadway, CHILDREN, September-— 
October 1960.] His concept of a group 
of “nonspecialized but trained indi- 
viduals,” who might be in a _ position 
“to fit the innumerable pieces of the 
gigantic jigsaw puzzle of family law 
together” is an intriguing one. 

It occurs to me, however, that it is 
because lawyers and social workers are 
beginning “to see across” their respec- 
tive professions that progress is being 
made in the field of family law—glacial 
progress perhaps, but nonetheless per- 
ceptible. Mr. Bradway himself for 
many years has bridged the gap be- 
tween these two professions. 

The recent Standard Family Court 
Act was prepared by a committee of 
the National Probation and Parole 
Association (now the National Council 
on Crime and Delinquency) in coopera- 
tion with the National Council of Ju- 
venile Court Judges and the Children’s 
Bureau. Included were judges, law- 
yers, social workers, correctional work- 
ers, and public welfare administrators. 

The Committee on Lawyer-Family 
Agency Cooperation of the Family Serv- 
ice Association of America and the new 
Family Law Section of the American 
Bar Association, which Mr. Bradway 
mentions, are other evidences of interest 
at the national level in the improvement 
of family law. 

Some State and local bar associations 
also have established committees in 
family law. Important changes in pro- 
cedures in desertion and nonsupport 


cases in Allegheny County, Pa., are 
being made as a result of joint activity 
by committees of the county bar associ- 
ation and the local health and welfare 
association. 

The behavioral science center at Stan- 
ford University, the law and behavioral 
science fellowships at the University of 
Chicago, the institute on family law held 
in 1959 at Duke University, are all 
examples of the recognition today of the 
need to pool the knowledge of the vari- 
ous disciplines. 

Almost 40 years ago Roscoe Pound, 
then dean of the Harvard Law School, 
said that when we look at the core of 
the different organized bodies of knowl- 
edge that treat of different aspects of 
social life, the analytical distinctions 
are sound enough, “but we shall not 
understand even that core, and much 
less the debatable ground beyond, un- 
less we are prepared to make continual 
deep incursions from each into each of 
the others. All the social sciences must 
be coworkers, and emphatically must 
be coworkers with jurisprudence.” 

Mary T. Denman 

Attorney at Law, and Consultant 
on Public Welfare, Pennsylvania 
Citizens Association for Health and 
Welfare, Pittsburgh. 


BOGGS AND NORDFORS: Author's 


comment 


There was one omission relating to 
the article by Mr. Nordfors and myself 
which I hope may be somehow rectified. 
{“Care of the Mentally Retarded in 
Sweden,” by Elizabeth Boggs and 
Nordfors, CHILDREN, July-— 
August 1960.] It was a United Na- 
tions fellowship which enabled Mr. 
Nordfors to make an extensive tour of 
the United States in 1956; it was dur- 
ing this tour that he and I met and 
talked at length about the new Swedish 
law; out of these conversations grew 
our article. It might also be worth 
noting that Mr. Nordfors was a member 
of the special legislative commission, 
chaired by a member of the Swedish 
*arliament, which worked for several 
years to develop the comprehensive law, 
enacted in 1954. 

We agree with Lewis A. Dexter that 
there may be wide gaps between legisla- 
tive prescription and practice. [See 
Readers’ Exchange, CHILDREN, Sep- 
tember—October 1960.] I had a chance 
this past summer to observe some of 


Gosta 


the advances Sweden has made in prac- 
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It is too early to eval- 


tice since 1954. 
uate all aspects. 
I am sorry that we did not make clear 
to Mr. Dexter that the annual registra- 
lists all citizens, not all 


tion (census) 


defectives as such. An accounting of 
school status of school age children is 
a byproduct. “Registration” as a re- 
tardate is a separate process with em 
phasis on clinical evaluation and need 
than on statistical 


for service rather 


completeness or 1Q cutoff point. Since 
the slow learners and high “educable” 
included, Swedish 
that than 1 
percent of the population will qualify 
for the 
article. 

Blizabeth 

President, National Association for 


Retarded Children, New York 


retardates are not 


authorities estimate less 


program described in our 


Boggs 


Other programs for the retarded 
The 
the mentally retarded in different coun- 


comparison of programing for 
tries is always difficult, since the cul- 
social customs 
Mrs. 
pointed out in 


ture, habits, and vary 
Boggs and Mr. 
their 
Sweden's program, each 


enormously. As 
Nordfors 
article about 


have 


area develops a program which is fun- 
damentally suited to its population and 
environmental needs. 

In Great Britain, the national Gov- 


ernment has now assumed responsi- 
bility for the care of all retarded, and 
this 


Care is 


has subdivided responsibility to 
Day 


centers for training and education, and 


regional boards. free. 


sheltered workshops are provided. 
There are halfway houses and “homes” 
for groups of workers. 

In Canada, as in Sweden, there are 
provinces. These provinces vary in 
their overall size and population num- 
bers, but are responsible for the care 
of their own mentally retarded. 

In Saskatchewan a system of work- 
home placements has been established. 
from the central 


residential school by its psychiatric so- 


These are controlled 
cial workers. Foster home placements 
and are 
the responsibility of the school. Place- 
from the 
school only, and no placement can be 
directly from the 
Cluster placements are found to 


are arranged by the school 


ments in such homes are 


made child’s own 


home. 


be of most value since they make the 


break from the central school less 


difficult. 
An IQ level of 75 or below is con- 
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sidered in Saskatchewan to mean re- 


tardation. For those above this level, 
but still below average, special classes 
are available in the public school sys- 
In Britain the IQ level is not the 
overrriding 


tem. 


factor. Persistent social 
problems are considered an indication 
of deficiency requiring special training 
and education. 
1. J. Beddic 
Superintendent, Saskatchewan 


Training School, Moose Jaw, Sas- 


katchewan, Canada 
WAITE: Social action process 


Miss 


followed in Wisconsin to secure a law 


Waite’s article on the process 


authorizing the State welfare depart- 
treat- 
ment center for emotionally disturbed 
children illustrates the effective bring- 


ment to establish a residential 


ing together of many professional and 
voluntary interests concerned with the 
welfare of children. 
Victory for 


[See “Winning a 
Emotionally Disturbed 
Children,” by Dorothy Waite, CHIL- 
DREN, September—October 1960.] The 
process of securing such interdisciplin- 
ary and public-private agency coopera- 
The proper treatment 
of emotionally disturbed children con- 


tion takes time. 


cerns too many agencies for short cuts 
to be possible. 

It is surprising to read that at the 
last minute the State university’s medi- 
cal school raised questions about vesting 
the administration of the new center in 
Appar- 
ently, the medical school was not a party 


the State welfare department. 


to the original planning although it was 
interested in having such a center for 
training personnel and for research. 
This situation exists in many places and 
Administrative 

handle State 


medical school 


deserves more study. 


agencies are needed to 
service programs. A 
cannot give complete coverage of service 
where needed, but has to select the cases 
to be served on the basis of clinical ma- 
terial for teaching and research pur- 
Since we need both more trained 
skillful 


from the State government, more atten- 


OSES. 
I 


specialists and more services 
tion must be given to ways of achieving 
both. 

The lesson learned in Wisconsin from 
not using the legislative council at the 
very beginning of the attempt to secure 
the treatment center is also important 
for social workers. The eventual re- 
sort to a 2-year study involving the ac- 
tive participation of several key legis- 
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lators and influential citizens was ex- 
cellent. The 
frank presentation of 


welfare department’s 
the unpleasant 
matter of high costs must have inspired 
faith in its integrity. Surely the spon- 
sors will not be expecting magic, but 
only moderate results after much hard 
work. 

The last-minute difficulty in securing 
the bill’s passage, which occurred when 
the difficulty with the medical school 
indicates that will 
not be used to settle disputes or differ- 


arose, legislatures 
ences in philosophy of administration 
between several State departments. 
While the article mentions the fact 
that the State department 
participated in the social action efforts, 


education 


the role it played does not become clear. 

Similarly, what was the participation 
of county officials in the developments? 
This is not The 
clinics will require county 
and counties would probably be sharing 


mentioned. district 


payments, 
expenses more willingly after taking 
part in the study and in efforts to pass 
the bill. 

I would also like to know more about 
the structure that operated the public- 
ity and lobbied for the bill. Appar- 
ently the Wisconsin welfare department 
has a standing advisory committee free 
from political and administrative re- 
sponsibility. Did this committee become 
the central channel for promoting the 
bill? Was mail to and from citizen or- 
ganizations routed through it? Did it 
supply the staff time and money needed 
for coordinating the efforts of so many 
organizations ? 

A State department seeking a major 
expansion of its services opens itself to 
the charge that it wants to aggrandize 
its position and secure more authority 
over local governments, if it does more 
than supply and interpret the facts be- 
hind its Citizens 
who will not be directly involved in 


recommendations. 


operating a new program are essential 
in the efforts to secure the necessary 
legislation. 

Esther L. Immer 

Herecutive Secretary, Iowa Commis- 
Children Youth, Des 
Voines, lowa 


sion on and 
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